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Lhe Importance of the kamtly Doctor 
in Psychotherapy 


RALPH R. CoLeman, M. D. 


Charleston, S. C. 


was prompted to choose my topic because 
| of recent experiences in attempting to 

secure an associate. I sought help through 
the various medical bureaus. There were 
hundreds of listings of well trained, well 
qualified internists looking for opportunities to 
affiliate in practice. Most of them listed some 
particular special interest or sub-specialty. 
There were men interested in cardiology, 
allergy, gastroenterology, diseases of the chest, 
and so on. I could not, however, find an intern- 
ist with an interest in psychiatry. Moreover, 
in the many interviews that followed, I found 
no one interested in the human side of medical 
practice, very few interested in comprehensive 
medicine—the appreciation of the patient as 
a person. Most of my applicants actually 
expressed a distaste at the prospect of handling 
the neurotic patient or expressed feelings of 
inadequacy as to their skill in being able to do 
so. I had the impression that they would like 
to “skim the cream” of clinically interesting pa- 
tients and to somehow dispose of the more 
neurotic or complaining patients. Some grudg- 
ingly admitted that they would be willing 
to take care of a few of these people, but only 
from necessity and not from choice, and not 
out of sympathetic interest in this type of per- 
son. It seemed to me that these doctors and 
many others that you and I know have built 
up neurotic defenses against a particular 
aspect of medical care. It may be that “group 
* Presented before the Postgraduate Seminar of the 


Medical College of South Carolina November 3, 
1953. 


inferiority feelings” on the part of physicians 
may be responsible for their reluetance to in- 
vestigate or to attempt to treat a patient's 
emotional problems. 

With rapid scientific advances our knowl- 
edge of etiology of disease has led us to 
standardization of treatment. The management 
of these diseases of known etiology can thus 
easily be learned. The knowledge of which 
drug to use is seldom a difficult skill for a doc- 
tor to acquire. Today doctors handle disease 
competently. 

Unfortunately I cannot say that doctors al- 
ways handle patients as competently. Here we 
enter a field in which there is little standard- 
ization and seldom any formal training. 

The growth of the various specialty boards, 
necessary as they were to establish high 
standards of training and professional special- 
ized skills, resulted inevitably in a shift of 
emphasis away from the patient. This was 
necessary if limited special interests were to 
be studied intensively and special skills were 
to be acquired. The desire of doctors to limit 
their endeavors to a particular specialty or 
sub-specialty may also result in limiting their 
usefulness. The more specialized a doctor's 
training becomes, the greater the opportunity 
for him to develop distortions in his point of 
view. Each doctor views his patient from a 
different perspective. 

The orthopedist sees the patient with a 
shorter leg and thinks in terms of surgical 
treatment or a special shoe or appliance, the 
internist with interest in metabolic disease may 








be thinking in terms of whether the patient 
could have a rare case of hyperparathyroid- 
ism, the psychiatrist may think of how his inter- 
personal relationships may be modified by his 
crippling deformity. Each point of view is 
necessary, but comprehensive medicine must 
encompass them all. 

The emphasis has too long been placed on 
diagnosis rather than on treatment. A danger 
which a patient risks today when he consults 
a physician is the danger of being given a 
diagnosis. Patients must not be “pigeon holed.” 
Too often patients are run through “assembly 
line” diagnostic mills, are seen by seven differ- 
ent specialists, come out with fourteen differ- 
often with conflicting 
recommendations for treatment. Patients can- 
not be “sliced up” according to medical 
specialties and cannot be treated as a col- 
lection of diseases. Every specialist has his 
limitations and the more specialized a special- 
ist he is, the greater his limitations become. 
The opthalmologist would have his blind spot 
about the management of diet in his diabetic 
with cataracts, the orthopedist is “crippled” in 
that he may not be able to see that his patient 
with multiple fractures needs a will to live and 
the psychiatrist may himself lack the “insight” 
to see that the symptoms he blamed on 
environmental stresses were really the result 
of a metabolic disorder and so on. The more 
comprehensive our view point, the better job 
we can do in helping the sick. 

The revival of the concept of psychosomatic 
medicine in recent years has been helpful in a 
reorientation of physicians as to their aims in 
the practice of medicine. It is not a specialty 
but a point of view. Unfortunately the term 
has become another label, and we now hear 
of varying ailments of uncertain etiology such 
as ulcerative colitis, migraine, peptic ulcer, 
and obesity being labelled as “psychosomatic.” 
By the same mistake, we can label “somato- 
psychic” all of the disorders of the emotions 
arising from organic or chemical disease such 
as uremia, hypoglycemia, small strokes, brain 
tumor, febrile delirium, and the like. 

To my mind what psychosomatic medicine 
should represent is the point of view that we 
again recognize that the patient is not a col- 
lection of organs or diseases in one housing. 


ent diagnoses and 





but a complex, integrated psychological as well 
as physiological and anatomical entity subject 
to daily stress and constant change. Our treat- 
ment must be “wholistic” and comprehensive. 

There is no such thing as purely functional 
disorder or purely organic disease. All organic 
disease produces some disorder of function 
and every derangement in function produces 
an organic change. Our crude methods of ex- 
amination may not reveal such change in the 
latter and the functional disorder may be of 
minor former. Nonetheless 
psychosomatic medicine must take us away 
from the “either - or” concept in medicine. I 
never see disease in the “pure” form. I see 


degree in the 


only gradation of symptoms as well as grada- 
tion of pathological change. Each patient pre- 
sents his own complex spectrum. 

Patients have an organic substrate upon 
which is superimposed a “psychogenic over- 
lay.” Symptom production often depends on 
the relative importance of the two. I find it 
helpful to think of illness as an algebraic 
equation. For example, the tubercle bacillus is 
only one factor in the equation producing pul- 
monary tuberculosis. It was interesting to me 
to hear from an eminent bacteriologist who 
has spent a lifetime of research on the tubercle 
bacillus, the opinion that the tubercle bacillus 
is the least important factor in the equation 
and that others such as heredity, nutrition, 
sociological and emotional factors were of 
greater import. 

With psychosomatic medicine we are there- 
fore being helped to a better perspective to 
reintegrate the patient, his feelings, personality 
and background into the practice of medicine. 

I would like with the help of a few 
illustrative cases to develop with you some of 
these ideas of psychosomatic medicine and to 
state the thesis that psychotherapy which is 
the art of medicine at its highest ethical plane 
is the responsibility of the family doctor and 
that he is the one who should do the best 
psychotherapy. To my mind it includes non- 
verbal as well as verbal patient-physician 
relationships. It is largely an emotional rather 
than an intellectual experience. As its goal 
there is implied a mutual growing up process. 
All psychotherapy is not necessarily good, as 
I shall presently point out. When 1 use the 
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term, I am therefore using it with the broadest 
connotation possible. 

I will try to present the proposition that the 
bulk of psychotherapy must be administered 
by the family doctor—that he can and should 
be the physician best qualified. 

The first two cases to be presented illustrate 
the difficulties psychiatrists can have in treat- 
ing the sick because of their inability to give 
some patients comprehensive care, and demon- 
strate that organic changes in the brain can 
produce what might be called functional syn- 
dromes. 

A 55 year old nun was scheduled to receive 
electro-shock therapy for treatment of what her 
psychiatrist felt was a typical involutional de- 
pression. At the request of the family, she was 
seen in consultation. During a routine physical 
examination a soft blowing aortic diastolic mur- 
mur was heard along the left sternal border. 
A blood sample was discreetly drawn and when 
a positive report of a serologic test for syphilis 
was obtained, lumbar puncture was performed. 
Her cerebro-spinal fluid revealed many lym- 
phocytes, a high protein content and a paretic 
gold curve- formula. Penicillin therapy pro- 
duced an arrest in the progress of her disease. 
From the psychiatric point of view, this patient 
presented a picture no different from that of 
many other women who developed this type 
of depressive illness. 

A 43 year old housewife was seen because of 
frequent atypical psychomotor and petit mal 
seizures which were obviously triggered by 
situations producing tension. The greatest 
problem in handling her was that she was un- 
able to accept the fact that she was an epi- 
leptic. Electroencephalograms done almost 
yearly were negative. Suppressive medications 
did less toward reducing the frequency of her 
seizures than did environmental manipulation 
or a long interview. Once when her small son 
was reported injured she reacted with hys- 
terical behavior which lasted for twelve hours 
and had memory loss for the entire incident. 
A psychiatrist at a neighboring medical center 
felt that her entire illness was hysterical in 
origin. As her family doctor I recognized over 
the years a changing pattern to her seizures 
and the relative unimportance of the emotional 
component and _ insisted that the electro- 





encephalograms be repeated and an air study 
done. After nine years a localizing lesion 
turned up which at operation was a heman- 
gioma of the temporal lobe. She is now cured 
of her epilepsy. 

To my mind psychiatrists should still carry 
a stethoscope as one of the tools of their trade. 
An older psychiatrist once told me that he did 
a pelvic examination on every female patient 
and that he felt that this, aside from the fact 
that he occasionally picked up an important 
lesion (he was a surgeon and general prac- 
titioner by trade before he became a psy- 
chiatrist ), was always an aid in establishing 
rapport with the patient because the examina- 
tion was in intimate one. After the examination 
the patient would feel freer to discuss more 
intimate personal details in her life situation. 
When I mentioned this to a younger psy- 
chiatrist fresh out of training, he told me what 
a terrible thing this was to do from the 
Freudian analytic point of view, mentioning 
such terms as “castration complex” and “penis 
envy. Personally I wonder whether either 
point of view is correct. It is my feeling that 
the physician has to modify his approach with 
every patient. A stereotyped approach as re- 
gards any procedure is bad psychotherapy. 
Of course, it is good psychotherapy to examine 
every patient completely. The thorough physi- 
cal examination constitutes one of the best 
non-verbal psychotherapeutic maneuvers we 
as family doctors have available to us. This 
can be destroyed in part if the patient feels 
that it is being carried out mechanically with- 
out regards for his feelings or his peculiar 
idiosyncrasies. The patient must be made to 
feel that the physician is really interested in 
him as a person and not in the methodology or 
in any isolated organ. I feel that the physician 
should be ready to modify his office ritual 
according to the emotional as well as the 
physical needs of the patient. So many doctors 
do this intuitively because they are good 
listeners and good observers. Others spend an 
hour in a tedium of painstaking history-taking 
to fill out all the lines on a blank and another 
hour or two looking at every square inch of 
epidermis and into every body orifice and still 
miss the obvious clues that the family doctor 
can pick up in two minutes. To me, nothing is 
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more stultifying than to approach the patient 
with a head-to-toe list of questions as 1 was 
taught to do in medical school and as we still 
employ for writing up our case material. I am 
reminded of the students who are trying so 
hard to remember which comes first, the family 
history, personal history, dietary history, or 
present illness, that they frequently forget why 
the patient came to the hospital in the first 
place. Those of you who have been in practice 
for many years know perfectly well that if you 
just let the patient talk, that most of the time 
they will tell you what is wrong with them. 
Another point that I wish to make is that no 
doctor should feel so pompous as to be 
ashamed to ask the patient what he or she 
thinks is the matter with them. 

The next two cases illustrate how so-called 
organic and functional disease co-exist in the 
same patient and may even produce the same 
symptoms. 

A 28 year old white male for four years had 
bouts of diarrhea alternating with constipa- 
tion, abdominal pain and even on occasions 
when his symptoms were intense noted the 
passage of bright red blood. Repeated ex- 
aminations by several physicians, including 
myself, were entirely normal. These examina- 
tions included x-ray studies of the gastro- 
intestinal tract, stool examinations and sig- 
moidoscopy. He was studied more intensively 
at a neighboring medical center. Here all of 
his physical examinations were likewise nega- 
tive. His work-up included, however, a psy- 
chiatric interview in which he was given in- 
sight into the psycho-dynamics of his symp- 
toms. Not a great deal of improvement resulted 
in his symptomatology but the patient was less 
anxious over his condition. Two years after 
this detailed examination, he again had re- 
current rectal bleeding and again _ this 
coincided with conflictual stress and he dis- 
missed this to himself again as “nerves” and 
delayed examination until his family prevailed 
upon him because of his weight loss. On ex- 
amination he had an annular carcinoma of the 
rectum which fortunately was resectable. 

Although this patient had adequate reasons 
for his symptoms entirely on an emotional 
basis, an organic lesion of the bowel developed. 
Frequently the symptoms and the signs of dis- 


ease are so camouflaged by emotional overlay 
that the physician is hard put to pick up and 
evaluate properly the earliest symptoms of 
carcinoma or some metabolic disorder. Where 
the patient’s complaints have a strong neurotic 
flavor, the physician with a _ psychiatric 
orientation might find many explanations in 
the patient’s emotional life, and verily the 
analyst can frequently construct the dynamics 
carefully and completely, and yet overlook an 
important state. The organically 
oriented physician, on the other hand, might 
examine and re-examine until mayhap he 
might find an amoeba in the stool or an 
innocent diverticulum. We need more doctors 
who are properly oriented who can appreciate 
and feel the patient’s emotional needs as well 
as attend to all of his physical complaints. 
Only the family doctor can serve this function 
well. 


disease 


A middle-aged school teacher with a long 
history of complaints 
whenever, in 


neurotic developed 
and vomiting organ 
language, her life situation became more than 
she could stomach. Her symptoms always had 
an emotional coloring, for example: the school 
principal lived next door and if she happened 
to eat a meal while facing the window which 
overlooked his house, she would very promptly 
vomit. The same meal eaten in different sur- 
roundings was well tolerated. X-rays of the 
stomach were repeatedly negative, but in six 
months this patient was dead and an autopsy 
showed she had a schirrhous carcinoma of the 
stomach. Were her symptoms due to car- 
cinoma of the stomach? Probably only a few 
and then only toward the end of her life. Only 
a keen family physician is able to evaluate this 
type of patient in the face of negative x-ray 
examinations when the patient’s 
traits plague and confuse him. 

The “old-timers” who used to rely more on 
their own end organ receptors rather than the 
reports of a laboratory or an x-ray or an 
electrocardiographic interpretation could do 
it. They could diagnose a “broken heart” as 
well as a “broken bone.” They could mend a 
family crack-up as well as they could sew up 
Junior’s cuts. They could smell typhoid fever 
and hear laryngeal stridor. And yet they could 
sit and listen for hours to everyone’s troubles. 


nausea 


neurotic 
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They were psychotherapists of the first order, 
and yet I am sure that many of them would 
have laughed at the idea of being called one. 
I dare say that for every patient helped by for- 
mal psycho-analysis, countless thousands have 
been helped by just such psychotherapists. 
They were not scientific, but as we know 
psychotherapy probably never will be a 
science. “Psychiatry” to many of them was just 
so much mumbo-jumbo, but many of them 
practiced the brand of psychotherapy which 
we must envy and marvel about. I am re- 
minded of the kind of psychotherapy some- 
times practiced by many of these men who 
were not only keen clinicians but warm, under- 
standing, kindly and tolerant physicians by 
this anecdote: 

Many years ago a prominent banker in my 
town after traveling from doctor to doctor and 
clinic to clinic in search of help for a disabling 
neurosis, consulted an eminent physician in 
Philadelphia. Without the benefit of psycho- 
analysis but with the benefit of the depth of 
understanding seldom surpassed, he told this 
patient, “I have two words of instruction and 
for which must be followed 
explicitly. If you do this you will get well.” 
The banker who by now had submitted to all 
conceivable forms of treatment replied, “Any- 
thing you advise, I will carry out.” Whereupon 
the wise old doctor then said, “My advice to 
you, young man, is ‘Walk home.” The some- 
what astounded banker did, however, follow 
this advice and after many weeks of walking 
the open road experienced some type of 
spiritual reawakening, acquired along the way 
a better philosophy of life, began to see him- 
self in a different light, and arrived home a 
man no longer self-centered and cured of his 
neurosis. I am told that even until the time 
of his recent death, he required no psychiatric 
care. 

To further illustrate the impossibility of 
separating organic and functional disease, I 
would like next to relate a headache problem. 

A 47 year old housewife gave a life-long 
history of headaches. Careful delineation of 
symptomatology disclosed that there were 
several different types of headache present. 
There were classical migraine attacks which 
occurred monthly, ushered in with scintillating 


advice you 
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scotomata, and violent unilateral head pain 
followed by nausea and vomiting. This type 
of headache would be relieved effectively with 
ergotamine or its derivatives. She also had 
headache which was in effect an occipital 
neuralgia which was dull and continuous, not 
accompanied by nausea, worse in the morn- 
ings immediately upon arising, but relieved by 
movement of the head and neck. X-rays re- 
vealed an advanced osteoarthritis of the neck. 
Cervical traction afforded a considerable meas- 
ure of relief of this type of headache. In ad- 
dition she had headache which was character- 
istic of the tension-type accompanied by tight 
neck muscles, frequently initiated by a trying 
experience, dull, constant and accompanied 
with a tight band sensation around the head. 
There were many and adequate reasons for 
tension headaches: from marital strife, the 
problems of an adolescent daughter, and 
financial Sometimes her migraine 
would be triggered by the let-down after long 
continued stress, and often a food allergy 
would be the apparent offender. Sometimes 
on a cloudy day she had more arthritic and 
myositic pain. At other times it was just the 
husband who was an ordinary “pain in the 
neck.” Now with this background four years 
ago this patient began to develop more fre- 
quent headaches and still different headaches, 
but also some pain and weakness down the 
left half of the body. X-rays of the skull re- 
vealed progression of what is commonly called 
hyperostosis frontalis interna but which in her 
situation was a hyperostosis fronto-parietalis. 
Because of increasing brain damage as 
evidenced by a change in gait and muscular 
atrophy, she was operated on three years ago 
and a window of bone was removed from the 
parietal area of the skull. At this operation, 
the brain surface was found to be deeply in- 
dented by this unusually thick, bony growth. 
Following the operation she experienced 
partial relief of symptoms; however, during the 
past year her headaches again became per- 
sistent and more severe. Because of pro- 
gressive unilateral muscular weakness, she was 
advised to have a second operation with the 
idea of removing a larger bone flap. This was 
done several weeks ago and a meningioma was 
found and successfully removed. 


worries. 











This illustrates the importance of 
proper evaluation of the relative importance 
of physical and psychological factors in symp- 


tom production. Even for a working diagnosis, 


case 


to classify a patient’s illness as being either 
functional or organic is implying a dangerous 
concept. All patients have aspects of both. In 
some, as for example an anxiety reaction, the 
predominant background may be emotional 
or, in the case of a fracture, this might be 
classified as organic. However, some patients 
present the clinical picture of anxiety reaction 
and are cured when a sub-sternal goitre is re- 
moved and some patients with fracture are 
found to be accident-prone individuals per- 
haps with a deeply concealed death wish. 
Could you call this patient’s illness psycho- 
somatic or somatopsychic? Which kind of 
specialist is best equipped to handle this type 
of problem? And here again the answer is 
apparent; only the family doctor who not only 
has to evaluate the relative importance of each 
factor in the equation of her illness, but also 
has to be the entrepreneur in obtaining for 
her neurosurgical, orthopedic, and _physio- 
therapeutic skills which she needed in treat- 
ment. I have not mentioned psychiatrists be- 
cause she jokingly told me that she needed one 
of those fellows about as much as she needed 
“a hole in the head.” 

The next cases illustrate the administration 
of poor overall psychotherapy by the psy- 
chiatrist when the patient’s needs might have 


been better met by the family doctor. 


A 28 year old housewife and mother of two 
was seen because of an anxiety reaction which 
centered around the fear of heart disease. She 
would awaken at night in great distress with 
air hunger, palpitation and fear of imminent 
death. Her physical examination and electro- 
cardiographic studies were entirely normal. 
She was an only daughter, indulged by her 
parents, who were themselves preoccupied 
with problems of health. Hospitalization was 
advised for purposes of psychiatric consulta- 
tion, adjunctive therapy such as sub-shock 
insulin and superficial psychotherapy. Being 
a medical shopper, however, she ended up at 
a large eastern teaching hospital where all 
physical examinations and other studies were 
repeated with findings. She 


negative was 
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accordingly referred to a psychiatrist with 
analytic training. In three interviews using the 
combination of straight history taking, free 
association techniques, and hypnosis, he un- 
earthed three previously unconfessed _pre- 
marital love affairs. She was then placed in a 
psychiatric institute behind bars with a diag- 
nosis of schizophrenic reaction. After too short 
a period of hospitalization to permit definitive 
psychotherapy, the family signed a release and 
she was discharged. The net result was a 
stigmatizing diagnosis of schizophrenia, prob- 
ably incorrect, a disturbed marital relationship 
with a disillusioned husband, a depressive re- 
action in the father who felt that his whole life 
was a failure reflected in his daughter’s illness 
and such agitation in the mother who had for 
many years been a labile hypertensive that she 
again developed a marked elevation of blood 
pressure and disabling symptoms. 

The discreet family doctor can often by 
superficial psychotherapy, including somatic 
methods such as sub-shock insulin, achieve 
more for the patient and for the family than 
can the psychiatrist in the big city. What ap- 
pears queer or schizoid to a psychiatrist in a 
large metropolitan area sometimes may repre- 
sent modes of thinking peculiar to the patient's 
family and environmental group. I recall that 
one of my patients saw a psychiatrist in a large 
mid-western city, and that he was overly im- 
pressed by many of her peculiarities. When 
her local psychiatrist who knew her intimately 
for fifteen years and knew everything about her 
family and her city as well heard of this, he 
could chuckle and make the comment, “That 
ain't schizophrenia, that’s Charleston.” 

Patients have families, 
borrowing the title of Richardson’s book) and 
their psychotherapy must be directed at the 
family constellation as well as the patient. The 
family doctor is peculiarly suited to administer 
such therapy. The family doctor had in gen- 


(and here I am 


eral better leave alone analytic methods, sug- 
gestive hypnotherapy, electro-shock therapy, 
and many other psychiatric methods in much 
the same manner as he would not attempt to 
do a lobectomy or a craniotomy. It is his job, 
however, to learn which patients are likely to 
be benefited by them, much in the manner 
that he learns which patients should consider 
ASSOCIATION 
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surgery for cancer of the lung. Recommending 
deep or major psychotherapy is like advising 
major surgery. Not all patients with lung can- 
cer are operable. The family doctor helps 
evaluate which ones can be helped. It is not 
wise to recommend psycho-analysis for a pa- 
tient unless it is certain that the patient will 
be able to spend the time and money involved. 
If this is not possible, it is better for the patient 
not to embark on such therapy at all. Some of 
the unhappiest patients I have known have 
been “halfanalyzed.” 

A 49 year old business executive had dis- 
abling anxiety attacks with chest pain and 
tachycardia and required at least six hospital 
admissions. On each occasion electrocardio- 
graphic studies revealed no evidence of myo- 
cardial infarction. In spite of psychiatric care, 
he remained in constant fear of a heart attack 
and could not bring himself to propose to a 
fine woman to whom he had been devoted for 
many years. With the help of his family doctor, 
he achieved understanding and support and 
was able to survive a genuine myocardial 
infarct two years later and finally to con- 
summate a happy marriage. Oftentimes, only 
the family doctor, and I include the internist 
in this category, by virtue of his total approach 
to the patient’s situation, is able to administer 
effective psychotherapy. The psychiatrist can- 
not be completely sure himself that the pa- 
tient’s chest pain is not significant, and hence 
cannot give complete reassurance. This is the 
type of patient who is apt to ask, “How do you 
know this attack is not my heart when you 
haven't even examined it?” 

As I have implied, not all psychotherapy is 
verbal. Some psychotherapy involves physical 
methods, even punitive ones. Some doctors | 
know practice their particular brand of psycho- 
therapy by giving shots for everything. I main- 
tain that the family doctor can be a psycho- 
therapist with a needle, provided he knows 
what he is doing. If he is giving an inocuous 
substance at periodic intervals to provide a 
definite reason for a certain type of patient to 
return at a particular time and if he utilizes 
this time for a psychotherapeutic approach, 
this may be legitimate. Many patients in this 
way are given a convenient exit for the symp- 
toms which they could not accept by going to 


a doctor who simply talked to them but didn’t 
do anything for them. Psychotherapy is some- 
times practiced with a knife and many times 
the doctor even convinces himself that a good 
result obtained is due to the scalpel. 

A case in point is that of a minister in his 
declining years who developed a depleting, 
influenza-like illness. During his convalescence 
he sensed, but he could not accept in many 
ways, that retirement from his pulpit was now 
best for all concerned. He could not, however, 
stand up to the situation. As a consequence, 
when he went before his congregation on Sun- 
day, he had a weak spell and had to be carried 
home from church. His family doctor had him 
admitted to the hospital for a thorough-going 
diagnostic overhaul to find out what the 
trouble was. An internist also saw him in con- 
sultation. The examinations were all negative 
for he was an unusually healthy man for his 
years, but his x-rays revealed a normally 
functioning gall bladder with a solitary large 
stone. Reassurance that no organic disease was 
found and that the gall stone was not pro- 
ducing his symptoms did not help, and he was 
made considerably worse when his doctor told 
him that he had “pulpitis.” 

A doctor in a neighboring small town told 
him that he needed a cholecystectomy and 
would be helped. Removal of his gall bladder 
did help him to feel that his ills were not 
psychic in origin and also gave him a con- 
venient “exit for his symptoms.” He could talk 
now more freely with the congregation about 
his troubles and even had something concrete 
—that is, a stone—to show them. But this is 
not an illustration of good psychotherapy. We 
have all seen the worst of this type of psycho- 
therapy in the poor surgically addicted wo- 
men who have had a uterus suspended, a cyst 
removed from an ovary, an appendectomy, an 
operation for adhesions, and finally perhaps a 
hysterectomy or cholecystectomy — what one 
doctor I heard one time call “the standard 
operations.” I am not criticizing the surgeons 
here. I am merely pointing out that psycho- 
therapy is implicit in the practice of their 
skills, that such psychotherapy can be legiti- 
mate and good in a majority of cases, but that 
the patients who get better of a neurosis fol- 
lowing surgery do not improve necessarily be- 
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cause the offending organ has been removed. 

Metabolic illness, either unrecognized, pos- 
sibly not yet described or understood, may be 
responsible for psychic disturbance which 
would fit into the neurotic pattern. When these 
occur in patients whose life situations ap- 
parently explain the neurosis, diagnosis is 
doubly difficult. The family doctor with 
intimate knowledge of his patient’s emotional 
needs is best equipped to recognize and treat 
these illnesses. 

A young newly-wed was seen because of 
abdominal pain after eating a suspicious 
tomato salad. A tentative diagnosis of gastro- 
enteritis was made; however, on the second 
day a generalized convulsive seizure occurred 
and unexplained hypertension developed. Be- 
cause of localizing tenderness in the right 
lower quadrant with muscle spasm and also 
because of leuocytosis, an appendectomy was 
performed. The appendix was normal. During 
her post-operative course, the patient com- 
plained bitterly of backaches and pains in the 
legs and was generally irritable and difficult 
to manage. All examinations including uro- 
grams negative. The patient 
variously considered to be a spoiled and petted 
bride, a psychoneurotic, and a possible drug 
addict until the urine was found to turn dark 
in sunlight and to give a positive test for 
porphobilinogen. It was then clear that all of 
her complaints were due to acute porphyria. 
History taking revealed that her mother died 
similar illness after 
laparotomies. 

Thus far with the help of several illustrative 
cases, | have attempted to show that the key 
figure in the handling of the sick must be the 
well trained and well oriented family doctor. 

I should like to summarize my views on his 
place in psychotherapy on a musical note— 
since psychotherapy is more an art than a 
science. 

There are all sorts of musicians. Some are 
self-taught, some attend a conservatory. Some 
read notes; some play by ear. Some have 
mastered the classics after many years of study 
and become concert performers. Generally 
these musicians are not adept at improvisation, 
that is to say they would not be at home in a 
“jam session”. The classics they play reach a 


were was 


of a several needless 
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limited audience. 

There are also popular musicians, usually 
not as well trained, who have inborn talent, 
who are adept at improvisation but who have 
a feeling for their music and who play with 
beauty and an appeal to the masses. 

By analogy there are all sorts of psycho- 
therapists. The psychoanalyst is the concert 
pianist who plays a Chopin concert while the 
family doctor plays an Irving Berlin tune on 
any instrument which happens to be handy. 

The psychiatrist has had special training— 
and so to speak may “read the notes” or use a 
approach” to psychotherapy. The 
family doctor largely plays his music by ear 
and can, for example, intuitively sense “dis- 
harmony” in a family relationship. He must be 
able to play many instruments even though 
lacking “polished technique” in any — that is 
to say he must be able to utilize many modeli- 
ties of treatment. 


“formal 


Whereas the concert pianist can reach only 
a few, the popular musician reaches many. 
Both, however, can produce beautiful music. 
A musician with a natural gift can still be 
taught to appreciate the classics. It is easier 
still to learn how to read musical notes and 
play simple melodies. It is impossible, however, 
to teach improvisation — some inner spark 
seems to be needed. 

Some doctors have a natural bent for psycho- 
therapy. They know intuitively how to behave 
toward a patient, what and when to say at the 
right moment. They can implement their use- 
fulness by a study of psychiatry. There are 
others, however, who are “tone deaf.” How 
many of you know doctors who are always 
playing “sour notes”? Sometimes we don’t 
make music at all—just noise. 

I could carry the analogy further, but I have 
already talked too much and said too little. 

Let me therefore summarize: 

All doctors, with the possible exception of 
pathologists, practice psychotherapy. Some do 
it knowingly, some without knowledge. Some 
do it differently; some do it indifferently. 
Psychotherapy like most things, can be good, 
bad, or indifferent. Good psychotherapists can- 
not be made out of bad doctors, but many 
good doctors are poor psychotherapists. The 
family doctor possesses the natural equipment. 
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training, and station to do the bulk of psycho- 
therapy. This he must recognize and adapt to 
the utmost of all of his natural intuitive skills. 
It is his responsibility to mature emotionally, 


to overcome the mass inferiority feelings which 
physicians at large have toward the emotional 
ills of the population. 


The Incidence of Antibiotics and 
Sulfonamide Therapy 


(A REVIEW OF 1200 CASES) 


KATHLEEN Rutey, M. D.* 


Charleston 


A subject of professional interest is the fact 
that a large proportion of the population has 
received one of the antibiotics or sulfonamides. 
Although their importance as_ therapeutic 
agents is unquestioned, their sensitizing quali- 
ties and potential disease producing character- 
istics are significant. Therefore, it is a matter 
of interest to have some definite information 
concerning the percentage of patients exposed 
to an antibiotic or a sulfonamide. 

A group of 1200 non-selected patients seen 
in a dermatological private practice was 


questioned. If the patient gave a definite 
history of known penicillin, aureomycin, terra- 
mycin, streptomycin, chloromycetin, or sulfo- 
namide therapy it was recorded as positive. No 
attempt was made to verify the therapy. How- 
ever, since most patients at the present are 
familiar with the names of the antibiotics and 
sulfonamides it can be assumed that a good 
history from a private patient is fairly accurate. 

The following chart gives the findings ob- 
tained: 


Age Number Penicillin. Aureo- Terra- Strepto- Chloro- Sulfonamide 
1-9 153 122 63 18 4 8 68 
10-19 147 98 24 10 2 4 76 
20-29 281 214 43 12 3 5 106 
30-39 235 17] 28 12 3 6 100 
40-49 202 140 34 17 4 7 89 
50-59 116 76 17 2 3 5 38 
60-69 40 24 5 0 0 2 12 
70-79 26 19 4 ] ] ] 8 
TOTAL 1200 864 218 70 22 38 497 


Of the antibiotics, penicillin was received 
most frequently by the patients. Seventy-two 
percent of this group received penicillin one or 
more times. Only a small percent of the pa- 
tients gave a history of therapy with the other 
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four antibiotics. However, 41.4 percent of the 
patients stated that they had been given sulfo- 
namides. This verifies the general opinion that 
approximately two thirds of the general popu- 
lation has been exposed to antibiotics at one 
time or another and more than one-third have 
received sulfonamides. 









Notes on the Treatment of 
Virus Infections 


K. T. McKeE, M. D.* 
Charleston, S. C. 


dvances in the treatment of the bacterial 
A infectious diseases by chemotherapeutic 

and antibiotic agents emphasize the 
absence of similar advances in the treatment 
of virus infections. With exceptions, 
therapy which 15 years ago was best for virus 
disease is unchanged. Except for primary 
atypical pneumonia, which was not even dis- 
cussed as such by textbooks of medicine 15 
years ago, chemotherapeutic and antibiotic 
agents have been found effective in only four 
virus infections: Lymphopathia_ venerea, 
psittacosis, trachoma, and inclusion blenorrhea. 
Each of these conditions is caused by a virus 
which is so large in the realm of disease-pro- 
ducing agents that it approaches bacteria in 
size. 

A general discussion of chemotherapy of 
virus infections has been presented by Hors- 
fall.! It is suggested in this review that since 
agents which most effectively control bacterial 
infections do so by altering the metabolism of 
the bacteria, the failure of the same control of 
viral infections is probably due to a difference 
in metabolic Since viral 
multiplication is necessarily an intracellular 
activity, it may be that recovery from virus in- 
fection is related to alteration in the metabol- 
ism of the host cell. It is suspected that this 
cellular alteration may be a factor in the im- 
munity developing in virus infections. 

It has been observed that certain viruses 
manifest the property of interfering with 
multiplication of other viruses. It has also been 
observed that in specific instances a bacterium 
has been capable of interfering with develop- 
ment of disease due to a specific virus. This 
has been carried further and an isolated chemi- 
cal constituent of the bacterium has proven re- 
sponsible for this inhibition.' Such studies be- 


few 


needs of viruses. 
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gin to shed a little light upon the problem of 
the control of virus infections; however, at this 
time work in this field has apparently not been 
carried far enough to be of practical applica- 
tion in clinical medicine. 

A brief review of some aspects of therapy of 
virus diseases follows. Though the various 
viral diseases must, of course, be managed 
individually, certain general principles apply 
more or less in the treatment of most of these 
disorders. 

Rest of the affected parts, or of the patient, 
appears to be of the greatest importance. It 
must be emphasized in viral hepatitis and early 
poliomyelitis. In many of the virus diseases, 
the completeness of rest, both physical and 
emotional, cannot be overemphasized. Nursing 
care, including care of the bladder, bowels, 
and skin must not be overlooked. Prevention 
and control of secondary infection may make 
the difference between early recuperation and 
long morbidity, or between life and death. 
Maintenance of adequate nutrition is neces- 
sary, especially in disorders in which the dis- 
ability is prolonged, or when vital organs, such 
as the liver, are directly involved in the in- 
fectious process. Proper control of fluid and 
electrolytes must not be ignored. 

All of these, as stated above, are general 
measures, not emphasized as much in most 
bacterial infections, because of the prompt 
effects of antibiotics, but of extreme importance 
in the virus group of diseases in the absence 
of specific therapy. In addition to these general 
measures, in disease due to specific viruses 
certain special measures, or medications, have 
been found especially valuable. 

Lymphopathia which _ is 
fortunately uncommonly recognized in the 
early stages, is controlled to some extent by 
sulfonamides. These agents are more effective 
in the earlier stages of the infection.2 Aureo- 
mycin and terramycin have also been reported 


venerea, un- 
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as being very helpful early in the disease.3,4 
None is a specific cure of the infection, and be- 
cause of tardiness of diagnosis in many in- 
stances, nothing will completely reverse the 
granulomatous scarring that occurs, especially 
in formation of rectal strictures, and surgical 
management is often necessary. 

Though the viruses of lymphopathia and 
psittacosis are classed in the same group, their 
reaction to drugs is quite different. The sul- 
fonamides have been found valueless in 
psittacosisS but penicillin which has not been 
helpful in lymphopathia apparently is bene- 
ficial in the treatment of psittacosis.6 More re- 
cently aureomycin and terramycin have ap- 
peared to be even more effective. Streptomycin 
is of questionable value, and chloramphenicol 
is less effective than aureomycin.? While this 
disease is not common, it should be recognized 
as a potential public health hazard, and the 
public should be aware of the possible danger 
of contact with infected birds. Unless it is 
thought of it is unlikely to be diagnosed be- 
cause of the similarity of the picture to that of 
primary atypical pneumonia.® 

In trachoma, sulfa drugs, aureomycin, terra- 
mycin, chloramphenicol are_ effective sys- 
temically and locally. In inclusion conjunctivi- 
tis topical sulfonamides are excellent for in- 
fants—oral dosage is advised for adults.® 

In primary atypical pneumonia supportive 
and symptomatic therapy used for the treat- 
ment of bacterial pneumonias must be used. 
Penicillin and sulfonamides have not proven 
helpful. Numerous writings have discussed the 
value of aureomycin in the more troublesome 
cases and it is apparently generally believed 
that it shortens the course of the illness.'° 
However, one recent controlled study of a 
series of cases failed to show that any benefit 
occurred with the use of aureomycin."' 

The common cold remains a problem with- 
out any effective prophylactic or therapeutic 
regimen. Symptomatic therapy which is of 
importance to patients does not appear to 
affect the course of the disease. Antihistamines 
at first thought useful have failed in controlled 
studies both in prophylaxis and in treat- 
ment.'2 Antibiotics have no favorable effect in 
the uncomplicated case but may be useful: in 
therapy of complications.‘2 Vaccines have 
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never proved of value in reducing susceptibil- 
ity. Ultraviolet light has not been found to be 
effective in controlling the spread of respiratory 
infection.'4 

The treatment of influenza remains sympto- 
matic and supportive. Sulfonamides and vari- 
ous antibiotics are frequently used in this dis- 
order, but it should be understood that their 
value is not in controlling the disease, but in 
preventing complications secondary to bac- 
terial infections. Complications from influenza 
in otherwise healthy persons, however, are not 
common and the wisdom of the use of such 
medications routinely is very doubtful. Im- 
mune serum is of no value. Influenza virus vac- 
cine is of no value in treatment of patients 
with the disease.'® 

Protective immunization with vaccines con- 
taining influenza A and B virus has been shown 
to be of value for preventing or ameliorating 
disease due to infection with these viruses. In- 
fection with the more recently discovered in- 
fluenza A virus, however, does not appear to 
be prevented by A and B vaccine. After giving 
influenza vaccine, some degree of protection 
occurs within a week and gradually increases, 
lasting for one or more months up to about one 
year, probably, in some cases. In situations in 
which groups of people in close contact are ex- 
posed to the disorder, prophylactic vaccination 
may be worthwhile. It would appear, however, 
that immunization of the general population 
is unwise and impractical. It should not be for- 
gotten that influenza vaccine, made from egg 
yolk cultures, may be dangerous for individu- 
als sensitive to egg.'5 

Much has been written regarding the 
management of poliomyelitis. Once the disease 
has developed in an individual, no specific 
therapy is useful, and general principles of 
treatment of virus diseases should be followed 
in caring for these cases. Treatment needs de- 
pend entirely upon the degree of involvement 
by the particular process, and may vary from 
simple bed rest to the use of respirators or other 
auxiliary breathing aids. Only a few points 
need be emphasized here. When _polio- 
myelitis is present in an area, those with acute 
respiratory or gastro-intestinal upsets should 
rest longer than is ordinarily thought necessary. 
Abortive cases should be kept at bed rest for 
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seven to ten days, or more. Suspected polio- 
myelitis cases should not be unnecessarily 
moved or handled. Bed rest at home is very 
satisfactory in most instances and should be 
resorted to instead of hospitalizing all cases, 
many of which may be made worse by such 
unnecessary travel. There is said to be little 
danger of home managed cases endangering 
other members of the family, if reasonable pre- 
caution is taken, especially if gamma globulin 
is given to the other members.'€ 17 Details of 
the management of paralytic and bulbar cases 
can be found in many articles and textbooks. 

Priscoline has been recommended as an 
effective agent in producing vaso-dilatation 
and thereby reducing painful muscle spasm 
of the extremities and peripheral vascular 
spasm in poliomyelitis. The interesting pos- 
sibility that sudden respiratory failure in some 
cases may be due to pulmonary angiospasm 
and that here too priscoline is worthwhile has 
been presented recently.'® 

The use of gamma globulin in the prophy- 
laxis of poliomyelitis has been discussed by a 
number of writers. This substance, containing 
antibody against all of the three known types 
of poliomyelitis virus, has been used in doses 
of 0.14 c «¢. 
numerous field studies of local polio epidemics. 
Hammon’s conclusions based upon three field 
tests are that the disease is not prevented in 


per pound of body weight in 


patients who received gamma globulin one 
week before the onset of first symptoms, but 
was modified in seventy; for the period be- 
tween two and five weeks after injection of 
gamma_ globulin the 
myelitis was much less in persons given gamma 
globulin than in those given control gelatin; 
after the fifth week protection waned and no 
significant protection remained after the 
eighth week.'® That all authorities are not 
completely in agreement with these conclu- 
sions is apparent from Sabin’s comment.2° 

The availability of protective vaccination 
against poliomyelitis in the near future appears 
probable, though it is doubtful that vaccines 
for general use will be produced by the com- 
ing season.?! 


occurrence of polio- 


Viral hepatitis, which has become of great 
importance to us in the past ten years, has 
been recognized as consisting of two separate 


entities; infectious (epidemic) hepatitis, and 
serum hepatitis. Most authorities agree that 
they are caused by two different viruses. In- 
fectious hepatitis, viral hepatitis A, with an 
incubation period of 10-40 days is transmitted 
by the intestinal-oral route, while serum hepa- 
titis, viral hepatitis B, with an incubation 
period averaging 60-150 days, is transmitted 
by contaminated plasma, needles, syringes, 
blood, etc. Decision as to which form the pa- 
tient has may be of importance epidemio- 
logically. It has been observed that gamma 
globulin is effective in prophylaxis of infectious 
hepatitis, if given in the incubation period of 
the disease and is effective as late as 6 days 
before onset of the disease. As small a quantity 
as 0.01 c. c. per pound of body weight may be 
a sufficient dose.22 Its use especially should be 
considered in families in which the disease has 
appeared.23- Gamma _ globulin has not ap- 
peared to be of value in preventing serum 
hepatitis.24 

In general, antibiotics are not indicated in 
treatment of viral hepatitis. Aureomycin has 
been reported of some value in very ill patients 
or patients in hepatic coma. ACTH also has 
been tried; the results reported as to some 
shortening of the not very 
striking, and it is generally felt that its 
questionable value does not justify the expense 
and dangers associated with its use in this dis- 


disease were 


order.25 Treatment in general is supportive. 
Bed rest is most important. The duration of 
rest needed is not known exactly, however, it 
certainly seems best to keep patients in bed 
until jaundice has disappeared and bromsul- 
falein excretion has returned to normal. A diet 
high in carbohydrates (350-400 grams) and in 


protein (150-200 grams) is needed. The 
amount of fat under these circumstances is 
apparently unimportant. Vitamins may be 
added. Choline, methionine, and the other 
lipotropic agents apparently are of no value in 
viral hepatitis.25 

In chronic hepatitis, bed rest, a good diet, 
and vitamins again appear to be the most 
important items. 

For control of hepatitis proper sanitation, fly 
control, and elimination of infected- food 
handlers should be kept in mind. Stools of 
cases of infectious hepatitis should be con- 


42 THE JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 








at 
n- 
in 


sidered potentially infectious for at least a 
month after onset of the disease. Patients 
should never act as blood donors. Plasma 
should not be used. All needles and syringes 
should be autoclaved before use.?® 

In infectious mononucleosis the question of 
the efficacy of antibiotics especially aureo- 
mycin and chloramphenicol has come up re- 
peatedly and varying opinions as to their 
effectiveness exist. In the absence of more 
definite proof to the contrary it is probably 
safe to assume that no specific therapy exists.27 
The general measures necessary for treatment 
vary widely because of the diversity of clinical 
pictures which may be manifest by the dis- 
order. 

For rabies there is no specific therapeutic 
agent. It has been recommended _ that 
barbiturates be used rather than morphine for 
control of the anxiety of cases and that gen- 
eral anesthesia be used for convulsive 
seizures.28 

Generally accepted indications for the use 
of rabies vaccine for persons bitten or 
scratched include situations 1) when the 
animal is apprehended and has clinical signs 
of rabies, 2) when the brain of the killed 
animal is positive for rabies by microscopic 
examination, 3) when the animal is killed, and 
even though the brain is negative was 
suspected of having rabies; 4) when an in- 
dividual is injured by a stray animal that has 
escaped or cannot be identified.2® 

Encouraging reports on the use of hyper- 
immune serum in prophylaxis of rabies have 
appeared.2® This material in all probability 
will be a useful addition to the prophylaxis of 
rabies, though it has not yet been used 
sufficiently to have an established place in the 
prophylactic routine. 

Much has been written on the dangers of 
rabies vaccine and the complications arising 
from its use.3° The development of less toxic 
vaccines and more final proof of the value of 
passive immunization will be awaited with 
interest. 

The effectiveness of gamma globulin for the 
prophylaxis of measles is well known. One- 
tenth c. c. per pound of body weight given 
within five days of exposure prevents the dis- 
ease; 0.02 c. c. per pound in the same interval 





modifies the severity of the disease but still 
allows for development of adequate immunity. 
Larger doses given later in the incubation 
period also modify the disease.3' Antibiotics 
are very useful in control of bacterial infections 
which occur as complications of measles. 
Gamma globulin (1 c. c. per pound) given 
intra-muscularly over a 36-48 hour period in 
measles encephalitis has been recommended 
recently.3° At present it appears unlikely that 
such therapy is practical to apply due to the 
shortage of gamma globulin for general use. 

The prophylaxis of mumps at this time, by 
various preparations of dead or attenuated 
mumps virus is apparently of uncertain 
value.33 Immune serum or gamma globulin in 
treatment of orchitis or meningitis has been 
recommended but their value is not yet 
established. Diethylstilbesterol for orchitis is 
also of questionable benefit.34¢ 

Herpes simplex infections at times present 
a problem, since in addition to the simple 
herpetic lesion or “cold sore” about the mouth, 
generalized herpetic eczema, herpetic stomati- 
tis, and herpetic meningitis occur. No specific 
therapeutic measures are available. The use of 
antibiotics to control secondary infection may 
be necessary. Numerous local applications 
have been tried; none seems remarkably good. 
Repeated small pox vaccination has been 
recommended. 

Herpes zoster, the virus of which is closely 
related to, if not identical with, the virus of 
chicken pox also often presents a problem in 
treatment. Local cleanliness, antibiotics for 
secondary infection and sedative ointments 
seem the best therapy. Aureomycin was at one 
time thought a specific remedy—further ob- 
servations have not substantiated earlier 
impressions.25 Among other things, deep 
x-ray therapy and even section of sensory 
nerve roots have been recommended for the 
remaining severe post-herpetic neuralgia which 
is not rare in older patients with the disease.3¢ 

Several recently described virus infections 
have been the subject of a number of articles. 
In none of them has any specific therapeutic 
routine been recommended as useful, These 
include cat scratch disease, epidemic hemor- 
rhagic fever, herpangina (a coxsacki virus in- 
fection). The same is true of the older well- 
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disease entity, Bornholm disease or 


epidemic pleurodynia, which has only in re- 
cent years been shown to be caused by the 
coxsackie virus. One writer has reported a 
favorable response in pleurodynia to treatment 
with aureomycin.37 


It is apparent that the therapy of virus dis- 


eases is in most instances unchanged from that 
of past years. In some infections prophylactic 
injection of gamma globulin has proven of 


definite worth, 


and should be used when the 


indications are adequate. Antibiotics have no 
place in the treatment of most uncomplicated 
virus infections; at times their usage is justified 
by the danger of development of secondary in- 
fection. 


» Horsfall, F. L., Je.: 
. Meyers, K. F.: 


. Wright, L. T., 


. Levinson, 


3. Woline, W 


. Kneeland, Y., Jr., 


. MacLachlan, W. W. G., 


. Finland, M.: 


. Walker, S. H.: 


. Feller, A. os Badger, G. F 


3. Finland, M.: 


. Reimann, H. A.: 


BIBLIOGRAPHY 

Chemotherapy in Viral In- 
220:91, 1950. 
Psittacosis-Lymphogranuloma 
Group. In Viral and Rickettsial Infections of Man. 
2nd Ed., J. B. Lippincott Co. p. 458; 1952. 
Sanders, M., Logan, M. A., Prigot, 
A., Hill, L. M.: The Treatment of Lympho- 
granuloma Venerum and Granuloma Inguinale in 


fections. Am. J. M. Sc. 


Humans With Aureomycin. Ann. New York Acad. 
Sc. 51:318; 1948. 
. Hurst, E. W., Peters, J. M., Melvin, P.: The 


Therapy of Experimental Psittacosis and Lympho- 
granuloma Venereum (Inguinale ). I The Compara- 
tive Efficacy of Penicillin, Chloramphenicol, 
Aureomycin, and Terramycin. Brit. J. Pharmacol. 
5:611; 1950. 
D. C., Gibbs, J., Beardwood, J. T., Jr.: 
Ornithosis as a Cause of Sporadic Atypical 
Pneumonia. J. A. M. A. 126:1079; 1944. 
Ornithosis (Psittacosis). A Review 
With Report of Eight Cases Resulting From Con- 
tact With the Domestic Pekin Duck. Am. J. M. Sc. 
216:551; 1948. 
Price, K. M.: Treatment With 
Chloramphe nicol, Aureomycin, and Terr: umycin of 
the Pneumonia of Mice Caused by Feline 
Pneumonitis Virus. J. Immunol. 65:653; 1950. 
- Tum, G. E., Klein- 
schmidt, R. F. : Am. J. M. Sc. 226: 
157; 1953. 
Thygeson, P.: Trachoma and Inclusion Con- 
junctivitis. In Viral and Rickettsial Infections of 
Man. 2nd Ed., J. B. Lippincott Co. p. 465; 1952. 
Antimicrobial Treatment of Virus 
Related Infections. New 
317; 1952. 


, Wehrle, P. 


and 
247: 


England J. Med. 
Ineffectiveness of Aureomycin in 
Primary Atypical Pneumonia. A Controlled study 
of 212 Cases. Am. J. 9) 15:593; 1953. 

. Hodges, R. G., Jordan, 
W. S., Jr., Rammelcamp, fal « ie Dingle, '. 0.7 

The Failure of ethan eiate ‘theme to Prevent or 
Cure the Common Cold and Undifferentiated 
Respiratory Diseases. New England J. Med. 242: 
737; 1950. 

Antimicrobial Treatment of Virus 
and . Related Infections. New England J. Med. 
247:557; 1952. 

Progress in Internal Medicine— 
Infectious Diseases. A. M. A. Arch. Int. Med. 91: 


353; 1953. 
. Horsfall, F. L., Jr: 


Influenza. In Viral and 








19. 


20. 


28. 


29. 


30. 


~ 


31. 


33. 


THE JOURNAL 





. Stimson, P. M.: 


7. Batson, 


. Smith, E., 


. Stokes, J., Jr., 


. Brooks, B. F., 


. Stokes, J., Jr.: 


3. Havens, W. P., Jr., 


. Walker, S. H 


. Odessky, L 


. Kass, E. HH. 


36. Stokes, J., Jr.: 











Rickettsial Infections of Man. 
Lippincott Co. p. 392; 1952. 
Home Care of Patients With 
Acute Poliomyelitis. J. A. M. A. 149:719; 1952. 
Randolph: Medical Management of the 
Polio Problem. Am. Pract. & Digest of Treat. 
4:305; 1953. 


2nd Ed., J. B. 


Harris, I. L., Rosenblatt, P.: Acute 
Poliomyelitis. A Clinical and Statistical Study of 
263 Cases. J. Pediat. 43:9; 1953. 

mg W. McD., Coriell, L. L., Wehrle, P. 
Stokes, J., Jr.: Evaluation of Red Cross aie 
Globulin as a Prophylactic Agent in Poliomyelitis. 
IV Final Report of Results Based on Clinical 
a J. A. M. A. 151:1272; 1953. 

Sabin, A. B.: Gamma G belie | in the Prophylaxis 

of Poliomyelitis: A Critical Analysis of Available 
Data. Ohio M. J. 49:603; 1953. 
Salk, J. E., Bennett, B. L., Lewis, L. J., Ward, 
E. N., Youngner, J. S.: Studies in Human Subjects 
on Active Immunization Against Poliomyelitis. 
I. A Preliminary Report of Experiments in Prog- 
ress. J. A. M. A. 151:1081; 1953. 
Farquhar, J. A., Drake, M. E., 
Capps, R. B., Ward, C. S., Jr., Kitts, A. W.: In- 
fectious Hepatitis: Duration of Protection by 
Gamma Globulin. J. A. M. A. 147:714; 1951. 
Hsia, D. Yi-Yung, Gellis, S. S.: 
Family Outbreak of Infectious Hepatitis. Prophy- 
lactic Use of Gamma Globulin. New England J. 
Med. 249:58; 1953. 
Viral Hepatitis. Am. J. M. Sc. 225: 
349; 1953. 
Gellis, S. S., Hsia, D. Yi-Yung: Viral Hepatitis. 
New England J. Med. 249:400; 1953. 
Paul, J. R.: Infectious Hepati- 
tis and Serum Hepatitis. In Viral and Rickettsial 
Infections of Man. 2nd Ed., J. B. Lippincott Co. 
p. 359; 1952. 
The Failure of Antibiotic Therapy 
in Infectious Mononucleosis. Am. J. M. Sc. 226: 
65; 1953. 

Johnson, H. N.: 


Rabies. In Viral and Rickettsial 


Infections of Man. 2nd Ed., J. B. Lippincott Co. 
p. 267; 1952. 
Koprowski, H., Cox, H. R.: Recent Developments 


in The Prophylaxis of Rabies. Am. J. Pub. Health. 
41:1483; 1951. 

Editorial: Prevention of Rabies. J. A. M. A. 149: 
1318; 1952. 

Bivings, L.: Gamma Globulin Dosage and Measles 
Control. J. Pediat. 43:401; 1953. 

., Bedo, A. V., Jennings, K. G., Sands, 
I. J., Rosenblatt, P., Weisler, H., Newman, B.: 
Therapeutic Doses of Gamma Globulin - the 
Treatme . of Measles Encephalitis and Encephalo- 
myelitis; I. A Clinical Study of Forty-One Cases 
with Fellow. Up Studies. }. Pediat. 43:536; 1953. 
Bashe, W. J., Jr., Gotlieb, T., Henle, G., Henle, 
W.: Studies in the Prevention of Mumps. VI. The 
Relationship of Neutralizing Antibodies to the De- 
termination of Susceptibility and to the Evaluation 


of Immunization Procedures. J. Immunol. 71:76; 
1953. 
4. Hayne, A. L., Diamond, J. H., Christian, J. R.: 


Diethylstilbesterol in Mumps Orchitis. J. A. M. A. 
140:662; 1949. 

Aycock, R. R., Finland, M.: Clinical 
Evaluation of Aureomycin and Chloramphenicol 
in Herpes Zoster. New England J. Med. 246:167; 
1952. 

Varicella-Herpes Zoster Group. In 
Viral and Rickettsial Infections of Man. 2nd Ed., 
J. B. Lippincott Co. p. 506; 1952. 


. Nichamin, S. J.: Pleurodynia in Children. Clinical 
Observations in Fifty-Four Cases. J. A. M. A. 
148:1002; 1952. 





OF THE SouTH CAROLINA MEDICAL ASSOCIATION 












he 
at. 


ite 
of 
na 
al 
is 


le 


ts 


The Management of Hemorrhage in the 


Last Half of Pregnancy 


Joun R. McCann, M. D. 


emorrhage has become relatively more 
H prominent in recent years as a cause 
of maternal mortality in the United 
States. Maternal deaths from infection and 
from toxemia have decreased more rapidly 
than have the deaths from hemorrhage. Nearly 
1000 women died from hemorrhage associated 
with pregnancy in 1950. In addition to the 
maternal deaths, at least 10,000 infants died 
because of the conditions associated with 
hemorrhage in the last half of pregnancy. 
Major hemorrhages in the last half of preg- 
nancy are usually caused by placenta previa, 
abruptio placenta, or by a rupture of the 
marginal sinus of the placenta. At least as 
many women have bleeding in the last half of 
pregnancy from other conditions as have bleed- 
ing from the causes of major hemorrhage. 
Slight amounts of bleeding in the last half of 
pregnancy are not unusual and may come 
from premature labor, cervical lesions, or even 
from a trichomonas vaginitis. Bleeding in the 
last four and a half months of pregnancy can- 
not be ignored simply because the amount of 
blood loss is not excessive. A small amount of 
bleeding may be the first warning of a serious 
cause for hemorrhage. Every physician in 
charge of an obstetrical patient must be aware 
of the dangers of bleeding in pregnancy. An 
error in the management of a patient with 
hemorrhage may terminate abruptly in shock 
and death. The purpose of this discussion is to 
review the methods of recognizing and treat- 
ing the causes of major hemorrhage in the last 
half of pregnancy. 
Placenta Previa 
A placenta which completely covers, par- 
tially covers, or approaches the internal os of 
the cervix is called a placenta previa. The 
placenta covering the entire internal os is 
called a complete placenta previa. If the pla- 


° From the Department of Obstetrics and Gynecology 
of Emory University School of Medicine and Grady 
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centa covers only a part of the internal os it is 
called a partial placenta previa. If the lowest 
margin of the placenta reaches, or approaches, 
the internal os it is called a low implantation 
of the placenta. 

The incidence of placenta previa is usually 
reported at about 0.5%. This is approximately 
the frequency with which we have en- 
countered a placenta previa at Grady Mem- 
orial Hospital. Patients with a high parity have 
a considerably higher incidence of placenta 
previa. Women who have had over five de- 
liveries are found to have a placenta previa in 
5% of their deliveries.’ 

The maternal mortality rate is relatively low, 
usually being reported at less than 1%. At 
Grady Memorial Hospital in the past five years 
we have delivered approximately 125 patients 
with placenta previa. One patient with pla- 
centa previa died. The cause of her death was 
a pulmonary edema produced by an excessive 
amount of blood administered too rapidly in 
the replacement of her blood loss. 

The infant mortality rate in patients with 
placenta previa is approximately 25°. The 
prematurity of the infant at delivery con- 
tributes heavily to the high death rate. At the 
first episode of bleeding, over half of the in- 
fants are premature.? 

Diagnosis: The character and the time of 
the bleeding are of considerable value in 
recognizing that the cause is a placenta previa. 
The bleeding is classically and accurately de- 
scribed as being painless and causeless. The 
onset of the hemorrhage is sudden, without 
any prodromal symptoms and without any dis- 
comfort. The blood is bright red in color, in 
contrast to the dark color of the blood usually 
seen with an abruptio of the placenta. Shock 
is not unusual in patients with a hemorrhage 
from placenta previa, but the severity of the 
shock is proportionate to the amount of the 
blood loss. The stage of gestation at which the 
first hemorrhage takes place is important. The 
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earlier the hemorrhage occurs in the preg- 
nancy, the greater is the probability that the 
placenta previa is of the central type. Repeated 
episodes of hemorrhage during the pregnancy 
increase the likelihood that a partial or com- 
plete placenta previa is present rather than a 
low implantation of the placenta. 
Roentgenographic studies can be of consider- 
able value in determining the position of the 
placenta within the uterus. Soft tissue tech- 
niques alone, or combined with the injection 
of radio-opaque fluids into the bladder, may 
be used. By these methods it should be pos- 
sible to localize the placenta in over fifty per 
cent of the patients. The position of the fetus, 
as determined radiologically or clinically, may 
also be of value. A transverse lie, a breech 
presentation, or other mal-position of the fetus 
suggest that a placenta previa may be present. 
The definite diagnosis of a placenta previa 
as the cause of the bleeding cannot be made 
before delivery except by a vaginal examina- 
tion. At the vaginal examination the physician 
must insert the examining finger through the 
cervical canal and palpate the placenta at, or 
over, the internal os of the cervix. The pla- 
cental tissue can be recognized by its character- 


istic “gritty” sensation, as described by East- 
man.? The gritty sensation of placental tissue 


differentiates it from the smooth resilient 
sensation of a partially organized blood clot 
which is sometimes found at the internal os in 
patients who have bled from conditions other 
than a placenta previa. Since one-third or less 
of the hemorrhages in the last half of preg- 
nancy are caused by a placenta previa,* a 
positive diagnosis of a placenta previa should 
be made by a vaginal palpation in every case 
before a cesarean section is undertaken for the 
delivery of the patient. The women who have 
had significant amounts of hemorrhage should 
be examined vaginally in the operating room 
with preparations already completed for a 
cesarean section to be performed immediately 
if a placenta previa is found which requires a 
cesarean. 

If the physician plans to use the so-called 
“expectant plan of treatment” to carry the 
pregnancy nearer to term, the pelvic examina- 
tion described above should be delayed. How- 
ever, the cervix should be inspected with a 


speculum to eliminate pathology of the cervix 
as the cause of the bleeding. In these women a 
definite diagnosis of the cause of the bleeding 
is delayed so that the infant may be given a 
better chance for survival. 

A rectal examination, no matter how gentle, 
should never be made upon patients in whom 
the diagnosis of a placenta previa is being 
considered. Sudden, disastrous hemorrhage 
may follow even the most gentle rectal ex- 
amination if a placenta previa is present. 

Treatment: Patients who are suspected of 
having a placenta previa must be treated in a 
hospital. Facilities must be available for a 
cesarean section if it should become necessary. 
Blood should be cross-matched for a trans- 
fusion at the time of admission and an ad- 
ditional supply of blood should be held on 
reserve for a possible emergency. The two 
definitive methods of treatment for patients 
with a placenta previa are delivery by the 
vaginal route or delivery by a cesarean section. 
The “expectant plan of treatment” may be used 
if the infant is premature to postpone the final 
termination of the pregnancy. 

The procedures which can be used at a 
vaginal delivery to control the bleeding consist 
of: (1) the rupture of the amniotic membrane, 
(2) the use of a Willett’s scalp traction forcep, 
(3) a Braxton-Hicks version, and (4) the in- 
sertion of an intraovular Voorhees bag. The 
rupture of the amniotic membrane permits the 
presenting part of the infant to compress the 
placenta at the bleeding site. Additional com- 
pression of the bleeding site can be obtained 
by the use of a one pound weight as traction 
on a Willett’s forcep which has been clamped 
to the scalp of the infant. This procedure can 
be used for a patient in whom the delivery of 
a living baby is anticipated. The use of ver- 
sions and of Voorhees bags has greatly de- 
creased since the safety of cesarean sections 
has improved. These procedures are now the 
treatments of choice for only an occasional pa- 
tient. 

A vaginal delivery tends to increase the risk 
to the mother because the blood loss may be 
profuse both before and after the delivery. The 
tone of the few muscle fibers in the lower 
uterine segment and cervix is almost com- 
pletely lost by dilatation and effacement. The 
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contraction and retraction after delivery of the 
atonic musculature of the lower uterine seg- 
ment is often too ineffective to physiologically 
ligate the uterine sinuses. Severe postpartum 
bleeding may result. The hemorrhage may be 
increased by tears of the very friable lower 
uterine segment and cervix at the delivery. 
Since a postpartum hemorrhage is frequent, a 
uterine pack should be inserted after every 
vaginal delivery of a patient with a placenta 
previa. The body of the uterus, the lower 
uterine segment, and the vagina should be 
packed tightly. The pack should be removed 
after twenty-four hours. 

A vaginal delivery also increases the risk to 
the infant. An increasingly large area of the 
placenta is compressed as the infant descends 
through the birth canal. The increasing com- 
pression of the placenta may impair the pla- 
cental circulation to the point that the infant 
succumbs. It is also impossible to determine 
before delivery the location at which the 
umbilical cord joins the placenta. If the cord 
should become compressed during the de- 
livery, the death of the infant would be 
prompt. 

A cesarean section is the method of choice 
for the delivery of many patients with placenta 
previa. An aseptic vaginal examination to rule 
out other conditions as the cause of the bleed- 
ing should be made on all of these patients be- 
fore a cesarean section is begun. If a complete 
placenta previa is found, the preferred method 
of delivery is by a cesarean section. If a partial 
placenta previa or a low implantation of the 
placenta is found, the decision must be made 
regarding the safety of a cesarean section for 
the mother and for the infant as compared 
with the safety of a vaginal delivery. The 
cesarean method for delivery is favored by 
such conditions as primiparity, repeated epi- 
sodes of profuse hemorrhage, a nearly com- 
plete placenta previa, a long undilated and un- 
effaced cervix with the presenting part of the 
infant high in the maternal pelvis, and a 
viable infant in good condition. On the other 
hand, if the presenting part of the infant is 
deeply engaged in the pelvis with the patient 
in active labor and with no evidence of fetal 
distress, the infant can probably be delivered 
safely by the vaginal route. 


An expectant plan of treatment has been ad- 
vocated for patients with a placenta pravia if 
the infant is premature.*,5 The rational for the 
expectant treatment is that the first episode of 
bleeding is almost never fatal unless some type 
of intervention is undertaken. If possible, an 
attempt is made to delay the termination of 
the pregnancy until within four weeks of the 
estimated date of confinement or until the in- 
fant weighs at least 2000 grams. If delivery is 
delayed until the infant is mature or nearly 
mature, the infant mortality for placenta previa 
should be reduced to about 10%. The ex- 
pectant plan of treatment should not be under- 
taken if the pregnancy is within four weeks of 
term or if the infant weighs at least 2000 
grams. The danger of prematurity in an infant 
this near the expected date for delivery is not 
great enough to justify a delay in diagnosing 
and treating the cause of the hemorrhage. 

During the expectant treatment the patient 
should be under hospital supervision. The 
blood lost by hemorrhage must be replaced 
and additional blood must be kept im- 
mediately available. No rectal examination is 
to be made. The vaginal examination is limited 
to the use of a speculum to visualize the cervix 
and to rule out lesions of the cervix as the 
cause of the bleeding. If no additional bleed- 
ing occurs, the expectant treatment is con- 
tinued until the spontaneous onset of labor. If 
bleeding occurs after the thirty-sixth week of 
gestation or after the baby weighs at least 
2000 grams, the expectant plan of treatment 
is discontinued, a positive diagnosis as to the 
cause of the bleeding is made by palpation 
through the cervical canal, and definitive 
treatment is undertaken if placenta previa is 
found. (In at least half of the cases no placenta 
previa will be found. These patients should be 
sedated after the examination and later dis- 
charged from the hospital to await the spon- 
taneous onset of labor.) If other episodes of 
hemorrhage develop before the thirty-sixth 
week of gestation, the expectant form of 
therapy with blood replacement may be con- 
tinued unless the amount of the blood loss be- 
comes alarming. Usually the patient will de- 
sire a definite diagnosis and treatment after 
experiencing two or three major hemorrhages. 
The diagnosis is then made by an aseptic 
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vaginal examination and palpation through the 
cervical canal. Adequate blood should be 
available for transfusions, and the examination 
should be made in an operating room. The 
operating room should be set up for an im- 
mediate cesarean section to be done if it is 
found to be indicated. 
Abruptio Placenta 

The abruptio placenta separates partially or 
completely from the site of implantation be- 
fore the delivery of the infant. The condition 
is also called the premature separation of the 
normally implanted placenta, or an ablatio 
placenta. The positive diagnosis is made after 
delivery by the examination of the maternal 
surface of the placenta. An area of depression 
or compression on this surface by an adherent 
blood clot indicates that the placenta had 
separated prematurely at this site before the 
delivery. 

The cause of an abruptio placenta is not 
known in most cases. A toxemia of pregnancy 
is found in patients with an abruptio placenta 
in about 50% of the cases, but its exact re- 
lationship to the abruptio is unknown. A rup- 
tured marginal sinus is associated with a few 
cases of abruptio. External trauma before the 
onset of labor, or intrauterine trauma during 
operative deliveries account for a few cases of 
abruptio. 

The abruptio placenta is 
usually reported to be about 0.75%. If mild 
cases without clinical symptoms are included 
the incidence is much higher. At Grady Mem- 
orial Hospital the incidence is approximately 
the same as that usually reported. Between 
1928 and 1948 on our service, 293 cases of 
abruptio placenta were diagnosed in 47,066 de- 
liveries. In the five years since 1948 an ad- 
ditional 27,760 deliveries have occurred on our 
service. If the same incidence is used which 
was found in the earlier report, approximately 
170 cases of abruptio placenta have occurred 
in the past five years. 


incidence of 


The abruptio placenta is the most dangerous 
cause of hemorrhage in the last half of preg- 
nancy. The maternal mortality rate is approx- 
imately 47. The uncorrected maternal mortal- 
ity rate among the 293 cases of abruptio pla- 
centa at Grady Memorial Hospital, as reported 
in 1949.6 was 4.8% Three maternal deaths 


have occurred at Grady Memorial Hospital in 
the past five years (through September 1953) 
among the 170 cases of abruptio placenta, 
giving an uncorrected maternal mortality rate 
for these years of 1.76%. One of the three 
maternal deaths occurred within twenty-eight 
minutes after the patient was admitted to the 
hospital. The second patient was not recog- 
nized as having an abruptio when she first 
came to the hospital with her complaints and 
she was not admitted. She returned forty hours 
later with profound anemia, shock and anuria. 
The third patient did not develop hemorrhage 
or shock at the time of her delivery. She had 
anuria for three days after delivery and died 
twenty-six days postpartum of renal failure. 

The infant mortality rate of patients with an 
abruptio placenta is about 50%. However, if 
the infant is alive at the time of the patient's 
admission to the hospital, 754% can be de- 
livered alive.€ 

Diagnosis: The classical description of an 
abruptio placenta is bleeding in the last half 
of pregnancy associated with painful, tetanic 
contractions of the uterus and fetal death. The 
presumptive diagnosis of an abruptio placenta 
can be made in the last half of pregnancy if the 
patient presents two of these three conditions: 
(1) uterine hemorrhage, (2) a tetanic contrac- 
tion of the uterus, or (3) fetal distress. The 
diagnosis can usually be made with ease, but 
it is occasionally difficult to make because of 
the variations in the clinical picture. In the 
past twenty-five years at Grady Memorial Hos- 
pital 17 patients with an abruptio placenta 
have died. In at least 3 of these an atypical 
clinical picture occurred and the abruptio was 
not recognized until the patient was in extre- 
mis or until it was revealed at autopsy. The 
difficulties in diagnosing an abruptio placenta 
are associated with the recognition of hypo- 
tensive blood pressure readings, the develop- 
ment of shock, the possibility of the hemor- 
rhage being concealed and the absence of a 
typical tetanic contraction of the uterus. 

The blood pressure level cannot be used as 
an accurate indication of shock. Hypertensive 
patients in whom an abruptio placenta de- 
velops may be admitted with a blood pressure 
well within so-called “normal” limits. For the 
given patient, however, the pressure may be 
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a serious hypotension and at shock levels. 
The shock in patients with an abruptio pla- 
centa may be out of proportion to the amount 
of blood lost. This is in contradistinction to the 
patients with placenta previa in whom the 
shock is proportionate to the severity of the 
hemorrhage. The mechanism of the shock in a 
patient with an abruptio is not fully under- 
stood. A part of the shock may be accounted 
for by the hemorrhage occurring in patients 
with a toxemia of pregnancy, as is often the 
case. The hemorrhage of an abruptio placenta 
may be completely, or almost completely, con- 
cealed and little or no external bleeding may 
be seen. The blood can be retained within the 
uterine cavity and may cause a complete de- 
tachment of the placenta at its site of implanta- 
tion. The amount of the concealed blood may 
become so great that an enlargement in the 
size of the uterus may be observed clinically. 
All patients with an abruptio should be fol- 
lowed closely since the blood pressure read- 
ings and the amount of hemorrhage are not 
reliable as indications of shock. A circulatory 
collapse, irreversable shock and death may de- 
suddenly. All possible 
should be taken to prevent such a disaster. 

A tetanic contraction of the uterus is not 
present in about twenty-five per cent of the 
patients with an abruptio. In some of the wo- 
men a hypertonicity instead of a true tetany of 
the uterus may be observed, but in others the 
tone of the musculature of the uterus may ap- 
pear to be normal. 

Treatment: The dangers of shock and of 
death are imminent in patients with an ab- 
ruptio placenta. Preparations should be made 
to be ready to transfuse the patients before, 
during, and after delivery if it becomes neces- 
sary. After the shock and blood loss of the 
abruptio have been treated, preparations 
should be made for the delivery of the infant. 
The delivery may be accomplished (1) by a 
cesarean section, or (2) by a vaginal delivery 
after the amniotic membrane has been rup- 


velop precautions 


tured artificially to induce or to stimulate 
labor. 

Cesarean sections for abruptio of the pla- 
centa have not been shown to give a greater 
infant salvage. The only maternal indication 
for a cesarean section is the prevention of ex- 





cessive hemorrhage. Such hemorrhage can be 
encountered if a true Couvelaire uterus is 
present in which a hemorrhagic infiltration of 
the myometrium is so extensive that the uterus 
‘annot contract and retract sufficiently to pre- 
vent bleeding. A hemorrhagic infiltration of 
this type has not been seen on our service in 
the last 35 years. Although such hemorrhagic 
infiltrations do occur, their rarity makes them 
relatively unimportant clinically. If the uterus 
is seen at a cesarean section, its appearance 
may cause alarm. However, from the patients 
on our service it can be seen that persistent 
postpartum hemorrhage from a Couvelaire 
uterus almost never occurs. Of the 17 maternal 
deaths at Grady Memorial Hospital only one 
was associated with a postpartum hemorrhage 
and autopsy examination did not reveal a 
Couvelaire uterus. In view of this experience, 
an indication for a cesarean section for an 
abruptio placenta will be quite rare. 

Patients with an abruptio of the placenta are 
delivered vaginally at Grady Memorial Hos- 
pital. After shock has been corrected and after 
the patient’s condition has been stabilized, the 
amniotic membrane is ruptured artificially. 
Pituitary extract may be used to induce labor 
after the rupture of the membranes, provided 
that the usual precautions for the administra- 
tion of pituitary extract are observed. The 
latent period between the rupture of the mem- 
branes and the onset of labor is usually short. 
Although the patient may be several weeks 
from the expected date of confinement with a 
cervix ordinarily classified as unfavorable, she 
can be expected to have a relatively short 
latent period before the onset of labor if an 
abruptio is present. Eighty-five per cent of the 
patients admitted with an abruptio and not in 
labor and with an unfavorable cervix can be 
expected to deliver within 18 hours after the 
membranes are ruptured. The prognosis for 
the infant in patients with an abruptio is 
relatively good if the infant is delivered 
vaginally. If the fetus is alive at the time of 
admission to the hospital 75% can be ex- 
pected to be delivered alive.® 

Ruptured Marginal Sinus of the Placenta 

The marginal sinus of the placenta may 
rupture and give rise to bleeding in the last 
half of pregnancy. At Grady Memorial Hos- 
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pital the incidence of the rupture of the 
marginal sinus is approximately 1%, or twice 
as frequent as the incidence of placenta previa. 
The reasons for the rupture of the marginal 
sinus are not known. The placenta is implanted 
at its normal position within the uterus. It can- 
not be felt by the examining finger through the 
internal os of the cervix and it does not inter- 
fere with the delivery of the infant. The 
amount of the hemorrhage is not increased by 
the onset of labor nor by the dilatation and 
effacement of the cervix. The blood lost is of 
maternal origin and does not jeopardize the 
infant unless the hemorrhage produces mater- 
nal shock. For these reasons the prognosis is 
good for both the mother and for the infant. 
Diagnosis: The actual diagnosis of the rup- 
ture of the marginal sinus as the cause of 
bleeding during pregnancy cannot be proven 
until the placenta is examined after delivery. 
A similarity exists between the character of the 
bleeding in a placenta previa with that of a 
ruptured marginal sinus. The amount of blood 
lost at a rupture of the marginal sinus is 
usually less than that of a major hemorrhage 
from a placenta previa. Repeated hemorrhages 
during pregnancy are not likely from a rup- 
tured marginal sinus. However, these char- 
acteristics are not sufficient to differentiate the 
bleeding of a ruptured marginal sinus from 


the painless, causeless bleeding of a placenta 
previa. 


Treatment; The signs and symptoms of the 
bleeding from a ruptured marginal sinus re- 
semble those of a placenta previa so closely 
that patients with both conditions must be in- 
cluded for the “expectant plan of treatment” 
if this therapy is being used for placenta previa. 
This indicates that less than half of the patients 
treated expectantly for placenta previa will 
finally prove to have a fore-lying placenta. 
Specific treatment for a rupture of the marginal 
sinus is rarely indicated. In a few patients the 
blood loss may become so great that a blood 
transfusion is required. 

SUMMARY 

The most serious causes of hemorrhage in 
the last half of pregnancy are placenta previa 
and abruptio of the placenta. 

Placenta previa is associated with painless, 
causeless bleeding. The degree of shock found 


in the patient is proportionate to the amount 
of the blood loss. Women with a possible pla- 
centa previa must be placed in a hospital for 
treatment. An adequate amount of blood must 
be available for transfusions. Rectal or vaginal 
examinations often precipitate a severe hemor- 
rhage. Rectal examinations should not be made 
and vaginal examinations should be delayed 
until facilities are available for the treatment 
of the placenta previa. The diagnosis of a pla- 
centa previa can be made before delivery only 
if placental tissue can be felt covering, or 
bordering, the internal os of the cervix. If the 
patient is delivered vaginally, a major post- 
partum hemorrhage can be anticipated and 
preparations should be made to treat it. A 
cesarean section should not be done for a pla- 
centa previa unless the diagnosis has been con- 
firmed by palpating the placental tissue 
through the internal os of the cervix because 
less than half of the patients with painless, 
causeless bleeding actually have a placenta 
previa. 

The expectant plan of treatment may be 
utilized in patients with a possible placenta 
previa if the infant is still premature. This plan 
of treatment should be used only if hospital 
facilities and adequate blood for transfusions 
are available. Patients to be treated expect- 
antly should not be examined rectally and no 
manipulations of the cervix should be made. 

An abruptio of the placenta is the most 
dangerous cause of bleeding in the last half 
of pregnancy. The bleeding is typically ac- 
companied by a painful tetanic contraction of 
the uterus and fetal death. The degree of shock 
may be out of proportion to the amount of the 
blood lost. Preparation should be made to 
transfuse the patient before, during and after 
delivery if it should become necessary. After 
the patient's condition has been stabilized the 
treatment consists of inducing labor by the 
rupture of the amniotic membrane for a 
vaginal delivery. A maternal mortality of less 
than 2% can be anticipated. If the infant is 
alive at the time of admission to the hospital. 
75% can be expected to be delivered alive. 
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THE SOUTH CAROLINA HEART 
ASSOCIATION 

The South Carolina Heart Association operates the 
following clinics for the medically indigent patients 
in our State: S. C. Medical College, Charleston, Dr. 
John A. Boone; Columbia Hospital, Columbia, Dr. 
Warren Irvin; Spartanburg General Hospital, Spartan- 
burg, Dr. William Nelson; Greenville General Hospital, 
Greenville, Dr. William Schulze; Conway Hospital, 
Conway, Dr. R. C. Smith; Wallace Thomson Mem- 
orial Hosp.tal, Union, Dr. Paul Kent Switzer, Jr.; 
Tuomey Hospital, Sumter, Dr. C. H. White; Self 
Memorial Hospital, Greenwood, Dr. R. H. Christian; 
Colleton County Health Department, Walterboro, Dr. 
J. A. Boone; and Beaufort County Health Department, 
Beaufort, Dr. J. A. Boone. 

The Charleston Clinic is engaged in advanced re- 
search in heart diseases in addition to catheterization 
and heart surgery, in all of which we have made 
splendid progress. 

Dr. William Schulze, General Chairman of the Fifth 
Annual Meeting, arranged an outstanding program in 
Greenville in February, when outstanding authorities 
from various parts of the country spoke on pertinent 
topics. If you are not already a member of our Asso- 
ciation, this is a cordial invitation to you to join. Dues 
are $5.00 a year; H. M. McElveen, Executive Secre- 
tary, 203 Carolina Life Building, Columbia 1, S. C. 

COMING MEETINGS 

The Southeastern Allergy Association will meet in 
Atlanta on March 25, 26, 27, 1954. Dr. Katherine 
B. Mac Innis of Columbia is Secretary. 

The Aero Medical Association holds its 25th Annual 
Meeting in Washington March 29 - 31, 1954. 


POSTGRADUATE REFRESHER COURSES 
IN RHEUMATIC FEVER 

The Rheumatic Fever and Cardiac Disease Com- 
mittee of the American Academy of Pediatrics has 
been aware of the lack of postgraduate opportunities 
for the study of rheumatic fever or congenital heart 
disease for physicians who might desire to attend 
regularly organized courses, and believes that there 
may be a demand for this type of instruction. For 
1954 it has attempted to stimulate the organization 
of intensive 3-day refresher courses in rheumatic fever 
and rheumatic heart disease, with major emphasis on 
the clinical aspects. If the response is good, it will try 
to expand this educational experiment. 

The following courses are offered for 1954: 

LA RABIDA JACKSON PARK SANITARIUM, 
Jackson Park at East 65th St., Chicago 49, Illinois. 
Hugh McCulloch, M. D., Director. 

First course: March 31 through April 2, 1954. 

Second course: October 7 through 9, 1954. 

For further information or enrollment, please write 
to Dr. McCulloch. 

HOUSE OF THE GOOD SAMARITAN, 25 Bin- 
ney St., Boston 15, Massachusetts. 

Benedict F. Massell, M. D., Director. 

April 19 through 21, 1954. 





5. Macafee, C. H. G.: Placenta Previa—A Study of 
174 Cases. J. Obst. and Gynaec. Brit. Emp. 52:313- 
324, 1945. 

3. McCain, J. R., and Poliakoff, S. R.: The Con- 
servative Treatment of Premature Separation of 
the Normally Implanted Placenta. J. A. M. A. 
141:513-517, 1949. 


For further information or enrollment, please write 
Dr. Massell. 

Maximum number of students 15, minimum 10. 
Registration $35. (All courses) 

The courses are intended primarily for pediatricians, 
but they will also be open to any interested physicians 
—general practitioners or internists—who wish to 
apply. 

Attention is called also to the more comprehensive 
courses in rheumatic fever to be offered in 1954: 
LaRabida Jackson Park Sanitarium, March 22 through 
April 2; and St. Francis Sanatorium for Cardiac Chil- 
dren, Roslyn, L. L., N. Y., June 7 through 18. 





THE ATLANTA GRADUATE MEDICAL 
SSEMBLY 
will hold its annual meeting 
February 22, 23, and 24, 1954 — Biltmore Hotel 
Atlanta, Georgia 
Registration Fee $10.00 

Among the distinguished guest speakers: 

Dr. R. L. Sanders, Memphis; Dr. Lester R. Drag- 
stedt, Chicago; Dr. Virgil S. Counsellor, Rochester, 
Minn.; Dr. J. W. McCall, Cleveland; Dr. R. Cordon 
Douglas, New York; Dr. Allan C. Barnes, Cleveland; 
Dr. Charles A. Doan, Columbus, Ohio; Dr. Edgar R. 
Pund, Augusta; Dr. Dorothy H. Andersen, New York; 
Dr. Carl Muschenheim, New York; Dr. Donald D. 
Matson, Boston; Dr. Elmer Belt, Los Angeles; Dr. 
Herman K. Hellerstein, Cleveland. 





THE SOUTHEASTERN SURGICAL 
CONGRESS BIRMINGHAM ASSEMBLY, 
TWENTY-SECOND ANNUAL MEETING, 

MARCH 8, 9, 10, 11, 1954 

This important meeting will be held at the Dinkler- 
Tutwiler Hotel in Birmingham. 

There will be panel discussions on traumatic lesions, 
esophagogastrointestinal hemorrhage, liver and _ gall- 
bladder pathology, and surgical management of peptic 
ulcer. The list of speakers is imposing and covers the 
whole country, with notable names too numerous to 
mention. 

Speakers from South Carolina will be Dr. J. R. 
Young of Anderson, Dr. F. E. Kredel of Charleston, 
Dr. J. K. Webb of Greenville. 





“Fifth Annual International Group of Doctors in 
Alcoholic Anonymous, Mayflower Hotel, Akron, Ohio, 
May 14, 15 and 16, 1954. For information and reserva- 
tions address: Doctors, Mayflower Hotel, Akron, Ohio.” 

This group of doctors in AA was formed five years 
ago with a few men from Western New York State. 
Last year we had men present from as far south as 
Florida and as far west as Colorado. There are no 
doubt men in your state who would appreciate know- 
ing about this meeting that we a not otherwise 
contact than through your medical journals. 

H. D. Chamberlain, M. D., 
Chairman, 1954 Meeting of Inter- 
national Group of Doctors in AA 
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TWO SIDES OF PUBLIC RELATIONS 

No one is likely to question the importance 
of maintaining satisfactory relations with the 
public, for the sake of ourselves as well as the 
sake of the public. So often has the matter 
been discussed that once in a while one finds 
a rebellious medical writer who feels that 
something should be done about the ways of 
the public as well as the ways of the profes- 
sion. His thesis is apt to be that the public is 
a thoughtless, demanding, inconsiderate crea- 
ture who disturbs unnecessarily the meals, the 
sleep, and the vitally necessary leisure time of 
the physician in order to satisfy its own whim 
and its sense of urgency about trifles. 

There is no question but that such an 
element of the public thrives and probably in 
some degree always will persist. There is no 
doubt that the physician has to take an un- 
necessary beating from this class of people. 
Should he condemn his whole clientele for the 
stupid behavior of a part of it? 

It is not likely that any real physician will 
be disturbed by answering calls which to him 
seem fruitless but which, he realizes, mean 
much in reassurance and comfort to patients. 
There have been suggestions that many 
nuisance calls might be eliminated if physi- 
cians in a community would agree to inform 
their patients that such calls are luxuries above 
and beyond the usual working activities of the 
physician, and that luxuries cost more than 
staples. If such an agreement could be made 
general and binding, it seems reasonable that 
much burden could be removed from the doc- 
tor. Unfortunately, it must be a general agree- 
ment to carry weight, and some medical com- 
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munities include too many temperamental 
members to make the rule easy of enforcement. 





LEARN WHILE YOU RIDE 

Elsewhere in this issue is published an ac- 
count of a new type of medical educational 
material which will probably appeal to many 
physicians. It is a collection of tape recordings 
of current meetings and lectures, and should 
keep the practitioner abreast of the very last 
minute advances of medicine. A picture shows 
the busy doctor in his automobile listening 
intently to machine while he 
threads his way through the intricacies of 
traffic on his daily rounds. 

There are certain considerations which may 


his record 


apply to this addition to the doctor’s equip- 
ment. It might be thought that the distraction 
of the playing might be bad for a driver al- 
ready subject to the many hazards of driving. 
It might be that considerable 
editorial genius would be required to select the 


suspected 


best material from a miscellaneous mass, and 
to find speakers whose delivery is clear and in- 
telligible. Old hands at conventions know that 
not all the speakers are worth hearing and that 
not all of those who are heard are understood. 
Then, too, is not the required attentiveness 
adding a little more push to the many pres- 
sures which already assail the busy practi- 
tioner? 

These are perhaps carping criticisms of a 
new experiment, which every man with a suit- 
able pocketbook may make to his own taste. 
Somehow, there seems to be a long jump from 
the horse-and-buggy doctor who could spend 
his time in meditation and observation, and 
THE 
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perhaps even relaxation, to the modern fellow 
who has knowledge drummed into his ears 
above the screeching of brakes and the honks 
of horns. There are, no doubt, a few of us who 
would prefer to drive in such peace as is pos- 
sible, and to save our energies for our ordinary 
mild vituperation of our errant fellow travel- 
ers. 





PROFESSIONAL FEES AND PUBLIC 
RELATIONS 

There is no doubt that professional fees can 
and do affect public relations and that much 
of the unpleasant attitudes toward doctors 
stems from reactions to the fees we charge. An 
analysis of 40 cases handled by the Kings 
County, N. Y. mediation committee in 1952-53 
revealed that 6 cases resulted from a failure of 
the doctor to explain the costs of contemplated 
treatment and that in 4 additional cases, there 
occurred overcharging. Thus, one-fourth of 
the cases had to do with fees. 

Cases that are actually referred to a media- 
tion or grievance committee are a very small 
part of the cases of dissatisfaction and so have 
little value in indicating the true condition. 
However, there are many other indications 
that there is a widespread dissatisfaction with 
the size of fees charged, the failure to discuss 
the fee before elective treatment is undertaken, 
failure to itemize bills, and to explain charges 
made in addition to allowances by insurance 
contracts. Actually, it appears to me that the 
dissatisfactions are more prevalent among the 
well-to-do than among patients with moderate 
incomes. 

The once widely accepted principle of 
“soak the rich to pay for the poor” is no longer 
accepted graciously by the rich and near rich, 
and it should be discarded. A service, just like 
a piece of merchandise, should have a certain 
intrinsic value, and its cost should not exceed 
that value simply because the customer is 
wealthy. It is quite true that the well-to-do pa- 
tient and his family are likely to be far more 
demanding and to require more of the doc- 
tor’s time and emotional energy, and these ad- 
ditional requirements should be reflected in 
the bill. A fair and just fee for the service 
rendered is quite in order, and the doctor 
should have little trouble in justifying such a 
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charge, even though it be much greater than 
his so-called minimum or average fee. How- 
ever, it is neither good business, ethically just, 
nor can it be easily defended to charge an ex- 
cessive fee simply because the patient can pay 
it. 

There is much complaint that doctors accept 
insurance allowances as gravy and charge in 
addition the same fee as they would have 
charged had there been no insurance. How 
prevalent that practice is, | cannot say. Doctors 
do find that many patients are over-insured 
and that the sum of their insurance allowances 
exceeds the doctor's usual fee. This presents a 
great temptation to charge up to the limit of 
the insurance allowance. Actually, it is not 
good public policy to encourage or make it 
nossible for patients to make a profit from ill- 
ness. Neither does it seem fair to charge a fee 
commensurate with the income of a low-paid 
worker, when that fee will be far more than 
covered by the insurance payment. 

From observation and experience in pro- 
cessing Physician’s Reports in Blue Shield 
cases, | am convinced that by far the majority 
of South Carolina doctors are not guilty of 
gouging their patients. In those reports, the 
physician is requested to state his usual or 
regular fee for the service rendered. This in- 
formation is not requested with the idea of 
spying into the doctor's personal fee schedule. 
It is requested to allow the Blue Shield Board 
to continuously compare its fee allowances 
with the regular fees of its participating physi- 
cians and to help the claims department fix a 
just allowance in cases of unusual nature or 
difficulties. Regardless of its objectives, it has 
also served secondly to show that there are 
certain doctors and certain medical centers 
whose fees as compared with those of other 
doctors appear to be excessive and at times 
deliberately padded. It seems to me to be a 
questionable practice to enter a charge for a 
hospital call, when that call is more or less 
social and to maintain contact with a patient 
whose medical care has been delegated to a 
colleague; or to charge for a daily call, just be- 
cause one, in making rounds, drops in to say 
good morning. Further, I question the justice 
of the practice in some medical centers where 
specialization is fully carried out, for each 
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specialist concurrently treating a patient to 
charge his own usual fee, and often to continue 
his until the 
hospitalization, even though that aspect of the 
problem for which he became responsible had 
long since been resolved. 

In summary, patients and the public resent 
being overcharged; they resent being charged 
a fee more than that charged someone else 
who has had similar service; and they resent 
practices which they consider to be fee pad- 
ding. This resentment is in part justified, but 
is more largely caused by lack of understand- 
can be 
eradicated more or less completely by a frank 


observation termination of 


ing or by misunderstanding. It 
discussion and explanation of the fee for a 
contemplated service before the service is 
undertaken, and where indicated by an item- 
ization of the charges made, and finally by an 
application of the golden rule in making 
charges for emergency cases where there is no 
opportunity to discuss fees before the service 


is begun. Most of our people are proud to be 
able to pay their doctors promptly—twenty 
years ago, many of them could not do so. That 
pride should be nurtured and maintained by 


setting fees that are within their reach. 
J. Decherd Guess 





BLUE SHIELD — BLUE CROSS 

The South Carolina Medical Care Plan, our 
Blue Shield organization, belongs to the South 
Carolina Medical Association and is operated 
by a board of directors elected by the Associa- 
tion, under a set of By-laws adopted by it. The 
policies and methods of operation are subject 
to review, criticism and alteration by the 
Association. The Board constantly has these 
facts in mind and stands ready at all times to 
hear criticisms and suggestions, and it will 
willingly confer with any one member or 
group of members on questions relating to 
operation of the Plan. 

Although owned and operated by the South 
Carolina Medical Association, the Plan is an 
altruistic, non-profit corporation, set up to 
serve primarily the people of the state rather 
than to serve its doctors. Many thinking doc- 
tors and laymen believe that Blue Shield and 
Blue Cross pose the greatest bulwark against 
socialized or state medicine. 


Blue Shield and Blue Cross offer not just in- 
surance but assuurance as well. The service 
features of both plans assure their members 
with low incomes that their hospital and doc- 
tors bills, arising from the treatment of covered 
illness, will be paid in full. This is distinctive 
with Blue Shield and Blue Cross. It is made 
possible through the cooperation and participa- 
tion of the doctors and the hospitals of the 
state. Over eleven hundred doctors and every 
recognized, accredited general hospital are 
participants. The cooperative non-profit plans 
do not fight or unjustly criticise commercial 
insurance companies. For many individuals, 
insurance 


commercial provide 


specific types of coverage, better suited to 


companies 


their particular needs. Many individuals are 
able and find it wise to supplement their Blue 
Shield—Blue Cross memberships with com- 
mercial insurance coverage. 

Commercial insurance companies, since they 
must be a profitable investment for their stock- 
holders, must decline or eliminate poor health 
risks, unless such risks are included in very 
large groups. Hence, they have to reserve the 
right of non-renewal and of termination of 
coverage at an attained age, usually 60 to 70 
years. 

Blue Shield—Blue Cross membership once 
attained, may be continued for life. Since no 
profit is necessary, underwriting standards are 
not so strict. However, even they have to guard 
against accepting as members persons who do 
not come in as risks, with the probability of 
loss, but who instead represent certain loss. 
Certain loss is not insurable. Therefore, very 
small groups and individual applicants are 
scrutinized rather closely to rule out certain 
losses, and waiting periods are applied to 
many frequently recurring or easily antici- 
pated conditions. Diagnostic hospital ad- 
missions and examinations are not covered, be- 
cause they are not insurable risks. Utilization 
could easily be universal. The individual seek- 
ing coverage of diagnostic examinations does 
not stand a chance of personal loss, while the 
insurance carrier would be subjected to the 
certainty of loss. To attempt to cover them 
would require a fee sufficient to pay the hos- 
pital and the doctor plus administrative costs. 
It is cheaper for the individual to pay such 
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fees direct to hospital and doctor. 

Since our doctors own and control Blue 
Shield and since our hospitals and our doctors 
control Blue Cross, it is to be expected of them 
that they will protect the plans against de- 
liberate abuses and those caused by misunder- 
standing; that they will encourage good rela- 
tions with the people; that they will tactfully 
explain limitations in subscription agreements, 
guard utilization, 
hospitalization and unnecessarily 
prolonged hospitalization. The less unnecessary 
expense incurred, the greater the benefits that 
can be offered to the subscriber. 


against unnecessary un- 


necessary 





eh" 
South th Gans @ : 


Forty sae pa 


February 1914 

An editorial on J. Marion Sims apropos of 
continued plans to erect a monument to him in 
Columbia—membership of the Association was 
700—Papers on Typhoid Fever and on Blood 
Pressure, on the General Surgeon, and on 
Prostatic Obstruction. 

At a meeting of the Spartanburg County 
Medical Society, Dr. Jeffries stated that in his 
twenty-five years of practice the two most 
difficult problems for him to handle were hu- 
man nature and medical ethics—At a meeting 
of the Second District Association, Dr. William 
Weston read a paper on Infantile Scorbutus. 





INSTITUTE FOR MOTHERS OF 
PRESCHOOL DEAF CHILDREN 

An institute for mothers of preschool deaf 
children is being planned at Cedar Spring. The 
purpose of the institute is to give full informa- 
tion of a practical and technical nature on the 
guidance and training of the deaf child. 

The institute will include the following: 

1. The Small Deaf Child in the Home—Miss 
Josephine Prall, Hearing Consultant and 
specialist in the field of the education of the 
deaf. 

This talk will deal with practical problems 
in the home and give advice on speech, hear- 
ing aids, auditory training, personality, and 
SoutH CAROLINA MEDICAL 
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other adjustments. 

2. The Growth and Development of the 
Young Child—Dr. D. Lesesne Smith, School 
Pediatrician. 

3. The Emotional and Mental Development 
of the Young Child—Dr. Robert Wingfield, 
School Psychologist. 

4. The Education of the Deaf Child—Mr. 
N. F. Walker, Principal of the school. 

This will include a tour of the school and an 
opportunity to see classroom work. 

5. Experiences in raising deaf children. 
These talks will be given by two mothers of 
deaf children now enrolled at the school. 

6. Diseases of the Ear Which Commonly 
Cause Deafness—Dr. Robert Ralston, School 
Otologist. 

Considerable time will be given for dis- 
cussions and private conferences with speak- 
ers and members of the school staff. 

The institute for both white and colored 
mothers will probably last for two days. A 
definite date will be set when we have full 
information on those who desire to attend. 
Mothers and children—as many as we can 
accommodate — will be guests of the school 
without cost. 

The only way we have of reaching those in 
need of this service is through the otologists 
and pediatricians of South Carolina and the 
county departments of public welfare. 

It is our hope that all otologists and pedi- 
atricians will refer to us patients in need of 
this service. 

With Mr. Rivers’ kind permission, we are 
asking each county department of public wel- 
fare to make contact with the mothers of pre- 
school deaf children and let us know how 
many are interested in attending the institute. 

Laurens Walker, Superintendent 
School for the Deaf and the Blind 
Spartanburg, South Carolina 
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LETTER TO THE EDITOR 
Medical Association of Georgia 

I would like to enlist your cooperation in a 
posed transportation plan in connection with the 1954 
AMA Convention, San Francisco, June 21-25. 

The Moyers Travel Bureau, 34 Peachtree St., 
Atlanta, is arranging a scenic 8,000 mile tour—20 days 
of educative vacation with five days in San Francisco 
for the AMA Convention—hotels, 
trips all reserved from June 13 to July 2—visiting the 
Canadian Rockies, Grand Canyon, California and 
Mexico—(See enclosed marked map showing planned 


pro- 


trains and motor 


route and enclosed itinerary of the tour). This special 
train for physicians will be called the “Southern AMA 
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Special.” The charge for this all expense paid tour is 
$445.00 (plus tax). 

Mrs. Poer, my family and myself plan to make this 
trip and feel that some of our colleagues in our sister 
states in the Southeastern region would be interested 
in such a fine trip. Mr. Moyers has indicated that if 
in your opinion there is such interest evident among 
the physicians of your state, he would advertise this 
plan in your state medical journal, or howsoever you 
might advise. 

Mr. Moyers offers a free trip to any agent securing 
20 enrollments for the trip. If an agent secures less 
than 20 enrollments, $10.00 will be paid for each 
enrollment. 

[ shall be 


reply 


very much interested to receive your 


and I cordially extend an invitation to the 
physicians of your state to join the Georgia doctors 
on this travel tour. 

Cordially yours, 

David Henry Poer, M. D., Editor, 
Journal of The Medical Association 
of Georgia 





NEWS ITEMS 





The Chester County Medical Society convened in 
its December meeting at the hospital, with the presi- 
dent, Dr. J. S. Redding, presiding. 

The main business was the election of officers for 
1954 which resulted as tollows: 

Dr. Malcolm L. Marion was elected president, 
succeeding Dr. Redding. Dr. A. J. Reinovsky of Great 
Falls was elected vice president, and Dr. Charles W. 
Brice, Jr., secretary a treasurer. 


More than 260 Spartanburg area doctors and drug- 
gists and their wives attended a Country Club dinner 
dance on December 16. 

Honored were officers and members of the Spartan- 
burg County Medical Society and their wives. 

Hosts were officers and members of the three-county 
Piedmont Pharmaceutical Association, composed of 
druggists in Spartanburg, Cherokee and Union Coun- 
ties. Guests included the druggists’ wives. 

The city of Spartanburg, Woodruff, Pacolet, Ches- 
nee, Lyman, Jonesville, Lockhart and Union were 
among areas represented at the event. 


The first of these annual affairs was held in 1952 
with the 75-member druggists’ organization as hosts. 

Among those attending were Dr. Charles Poole, 
president of the Medical Society, and J. M. Smith, Jr., 
president of the druggists’ organization. 


The Pickens County Medical Society has elected 
Dr. J. H. Jameson president. 

Other officers elected to serve for 1954 are as fol- 
lows: 

Vice president, Dr. T. L. Valley, Pickens; secretary 
and treasurer, Dr. A. D. Couch, Easley; delegate to 
State Convention, Dr. J. A. White, Easley. Dr. Char- 
lotte Kay of Liberty was named to serve on the Board 
of Censors for three years. 


Dr. James A. McLeod, who has practiced medicine 
there since his discharge from the Army a year ago, 
will leave Florence for Orlando, Fla., where he will 
become associated in a practice of general and cardio 
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vascular surgery. 


Dr. Robert Dennis Hill of Pacolet 
Spartanburg County Doctor of the Year. 

Dr. Hill is the fifth physician to be selected for the 
honor by the County Medical Society. The award was 
revealed at the annual meeting of the group. 

The annual selection is done by secret ballot and 
the doctor selected does not know of the honor until 
it is announced at the annual meeting. 

Dr. Hill, a native of Bishopville, has been a general 
practitioner at Pacolet for 27 years. During this time 
he was the only doctor within a 10-mile radius except 
for eight years. 


Was named 


Dr. Henry Ross was elected president of the Green- 
ville General Hospital Medical Staff for the coming 
year at the “aan staff meeting last week. He suc- 
ceeds Dr. Cecil White. 

Also elected for a one-year term were Dr. William 
Schulze, vice president and Dr. Tom Furman, secre- 
tary. 

Dr. Eugene Yeargin is outgoing vice president and 
Dr. Charlie Thomas outgoing secretary. 


Dr. W. C. Bolt has been named president of the 
Anderson County Medical Society to succeed Dr. 
Allen Brabham. 

Elected to serve with Dr. Bolt are Dr. J. H. Han- 
cock, vice president; Dr. Henry Hearne, treasurer; and 
Dr. James G. Halford, secretary. 

Delegates elected to attend the state convention 
were Dr. James B. Latimer, Dr. Ned Camp, and Henry 
Jordon. 


Dr. A. B. Weathersbee has started the practice of 
medicine in Bishopville. He will be affiliated with 
Beach Drug Company, and for the time being, will 
have his office in the rear of the drug store. 

Dr. Weathersbee comes to Bishopville from Colum- 
bia after having been in the United States Army since 
graduating from the medical college in Charleston. 


WILLIAMSBURG COUNTY MEDICAL 
SOCIETY 
December 17, 1953 

Williamsburg County Medical Society had a special 
meeting (ladies night and Christmas party) at the 
office of Dr. Michael Holmes, Kingstree, S. C. 

After a delightful social hour, which included a 
magnificent barbecue supper, the Society was ad- 
dressed by Dr. Wilson Ball of the State Board of 
Health concerning a mass Venereal Disease Survey 
of Williamsburg County by the Health Department. 
Dr. Ball presented several plans for carrying out this 
survey. The society adopted a plan whereby all luetic 
cases found during the survey will have the privilege 
of choosing treatment either at the Health Department 
or his or her local physician. Following Dr. Ball’s ad- 
dress an instructive motion picture was shown by a 
representative of the Lederle Laboratories on Varidase 
in the treatment of chronic ulcers, burns and draining 
cavities. 

The Society was reminded that its next meeting 
will be held in January for the election of officers and 
delegates to the S. C. M. A. Convention. 

V. L. Bauer, M. D., Secretary & Treasurer 


The Coastal Medical Society held its December 17th 
meeting at the Southland Restaurant in Walterboro 
Program for the evening included the social hour from 
6 to 7 p. m., followed by dinner, after which the 
business and scientific session was begun. 

Speaker for the meeting was Dr. John A. Boone 
Professor of Medicine and Cardiology, Medical College 
of South Carolina. His subject was: “Management of 
Arterial Hypertensive Disease.” 
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The secretary for the Society, Dr. H. M. Carter, 
Walterboro, stated that the January meeting would 
be held in St. George. 








The Greenville County Medical Society has elected 
officers to serve during 1954. Dr. Perry T. Bates was 
named president-elect, which means he will take over 
the chief office in the society in 1955. Dr. Asa M. 
Scarborough, who was president-elect during 1953, 
will serve as president during 1954. Other officers are 
Dr. H. M. Whitworth, Jr., vice-president; Dr. W. H. 
Powe, Jr., secretary, and Dr. W. W. Goodlett, treas- 
urer. Dr. Scarborough succeeds Dr. J. M. Fewell as 
president. 





City Council appointed Dr. R. C. Alverson to the 
Greer Board of Health at the December meeting. 


Dr. Dan F. Moorer is moving to Latta and will set 
up temporary offices in the new Health Center build- 
ing. 


Dr. Julian Price will take part in the discussions at 
the Ninth National Conference on Rural Health in 
Dallas on March 4-6. 

Delegates and alternate delegates to the American 
Academy of General Practice Meeting for 1954. 

The delegates are Dr. William H. Speissegger of 
Charleston, and Dr. Charles N. Wyatt of Greenville. 
Alternate delegates - Dr. Keith Sanders of Kingstree, 
and Dr. Homer M. Eargle of Orangeburg. 

The Horry County Medical Society met at Pine 
Lakes Inn at Myrtle Beach on Tuesday, Jan. 12, 1954. 
The Myrtle Beach physicians were hosts to the other 
members and a delightful dinner ~_ served. The pro- 
gram consisted of a talk by Dr. George Smith on 
“Practical Aspects of Skin Diseases.’ 

An election of officers for 1954 was held and Dr. 
Paul Sasser was elected president. Dr. Stan Collins 
was elected Secretary-Treasurer. A motion was passed 
that a ladies auxiliary be formed for Horry County. 
The Horry County Society meets three times a year 
with the Loris, Conway, and Myrtle Beach groups of 
physicians alternating as hosts. The next meeting will 
be held in Conway in March. 

The Conway Hospital is pleased to be able to open 
its new additions boosting its bed capacity to 93 along 
with new administrative offices. Plans are under way 
to renovate the old wings and enlarge and improve 
the laboratory and emergency room facilities. These 
additions have long been needed and are already 
operating at full capacity. 





Ten universities, colleges, and hospitals benefited 
from recent grants to support research projects, made 
by Eli Lilly and Company. Among the institutions 
receiving Lilly grants: ‘ 

Medical College of South Carolina, Charleston, 
South Carolina: Dr. Leon Banov, Jr., associate in sur- 
gery; study of the effects of antibiotics on common 
anorectal inflammatory lesions. 

Medical College of South Carolina: Dr. M. W. 
Beach, professor of pediatrics; study on the effective- 
ness of ‘Ilotycin’ (Erythromycin, Lilly) in the treat- 
ment of diphtheria and diphtheria carrier state. 


The Annual Meeting of the Columbia Medical So- 
ciety for the election of officers was held in the Crystal 
Room of the Hotel Columbia on December 14, 1953. 
The President, Dr. George T. McCutchen, presided 
over the meeting. 

The results of the election were as follows: Presi- 
dent, Dr. D. F. Adcock; Vice-President, Dr. John 
Holler; Secretary, Dr. Guy Castles; Treasurer, Dr. 








rHe SoutH CAROLINA MEDICAL 





Tue JOURNAL OF 


ASSOCIATION 


E. W. Masters; Editor of the Recorder, Dr. C. R. Hol- 
mes; Member of the Board of Censors, Dr. Gerald W. 
Scurry; Member of the Public Relations Committee, 
Dr. A. E. Cremer; Delegates to the South Carolina 
Medical Association: Dr. Wm. C. Cantey, Dr. H. W. 
Moore, and Dr. Richard Josey; Alternate Delegates: 
Dr. Weston Cook and Dr. Tucker Weston. 





PROGRAM 
FIFTY-FIFTH ANNUAL MEETING 
TRI-STATE MEDICAL ASSOCATION 
Charleston, S. C., February 22 and 23, 1954 
Headquarters—Francis Marion Hotel 
Chairman, Program Committee, 
Dr. Frederick E. Kredel 
Chairman, Committee on Arrangements, 
Dr. I. Ripon Wilson, Jr 
Monday, February 22, 1954 
9:30 A. M. 
CALL TO ORDER, INVOCATION, WELCOME, 
AND ANNOUNCEMENTS 
10:00 A. M.—SYMPOSIUM ON NEURO-PSY- 
CHIATRY 

Moderator: Dr. Jennings J. Cleckley, Assistant Pro- 
2 sssor of Neuro-Psychiatry, Medical College of South 

Carolina, and Director, Mental Hygiene Clinic. 

The Treatment of Hypochondriasis: Dr. Ewald W. 
Busse, Professor and Head, Department of Neuro- 
Psychiatry, Duke University. Formerly Head, Division 
of Psycho-Somatic Medicine, University of Colorado. 

Sub-Insulin Shock in Mild Nervous Conditions: Dr. 
William Ray Griffin, Jr., Appalachian Hall Sani- 
tarium, Asheville, North Carolina. 

Use of Ancillary Psychiatric Personnel and Com- 
munity Resources in Treatment: Dr. Joseph B. Parker, 
Associate Professor of Psychiatry, Duke University, 
and Chief, Psychiatric Service, V. A. Hospital, Durham, 
North Carolina. 

Discussion: 

11:15 A. M—PANEL ON TRAUMA 

Moderator: Dr. John A. Siegling, Professor of 
Orthopedic Surgery, Charleston, South Carolina. 

Injuries to the Cervical Spine: Dr. W. Gayle 
Crutchfield, Professor and Head, Department of 
Neuro-Surgery, University of Virginia, Charlottes- 
ville, Virginia. 

Fractures of the Humerus: Dr. Charles B. Thomas, 
Greenville, South Carolina. 

Discussion: 

12:15 P. M—ATOMIC MEDICINE 

Rear Admiral Charles F. Behrens, MC, USN, 

District Medical Officer, Sixth Naval District. 

1:00 P. MA—RECESS FOR LUNCHEON 

2:30 P. M.—Clinical Demonstrations by Faculty of 
Medical College of S. C., Baruch Auditorium (six 
blocks west of hotel). 

The Medical College in Service to the Practitioner: 
Dr. Kenneth M. Lynch, President and Professor of 
Pathology. 

2:40 p. m. —Malignant Potentialities of Breast Lesions: 
Dr. John T. Cuttino, Dean and Professor of Pathology. 
2:50 P. M—CINE CLINICS: 

Excision of Varicose Veins: Dr. W. H. Prioleau, 
Clinical Professor and Dr. J. M. Stallworth, Instructor 
in Surgery. 

Fibrillation and Defibrillation of the Heart: Dr. 
John A. Boone, Professor of Medicine. 

3:10 P. M.—Pulmonary Function Studies: Dr. Kelly 
T. McKee, Assistant Professor of Medicine. 

3:20 P. M.—Medical Case: Dr. Vince Moseley, Pro- 
fessor of Medicine. 

3:30 P. M.—Laboratory Diagnosis of Virus Diseases: 
Dr. H. Goldberg, Assistant Professor of Bacteriology. 
3:40 P. M.—Emergency Gastrectomy for Bleeding and 
Perforated Peptic Ulcer: Dr. H. W. Mayo, Jr., Assist- 
ant Professor of Surgery. 
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3:50 P. M.—Indications for Fenestration Operation— 
Results: Dr. G. W. Bates, Instructor in Otol: aryngology. 
4:00 P. M.—Cytologic Diagnosis of Sputum in Cancer 
of. Lung: Dr. H. R. Pratt-Thomas, Professor of Path- 
ology. 
4:10 P. M.—Primary Operation for Cancer of Cervix: 
Dr. L. L. Hester, Associate in Obstetrics and Gynecol- 
ogy 
4:20 P. M.—Cancer of Oral 
Hawk, Director, Cancer Clinic. 
4:30 P. M.—Plastic Surgery of the Face: Dr. Robert 
F. Hagerty, Associate Director, Cancer Clinic, and 
Instructor in Plastic Surgery. 
4:40 P. M.—Radioactive Iodine Tracer 
Cancer of the Thyroid: Dr. H. K. Ezell, 
Chemistry. 
4:50 P. M.—Visits to Laboratories and Hospital. 

RECESS 
7:00 P. M.—Social Hour. 
8:00 P. M—ANNUAL BANQUET. 

Toastmaster: Dr. Frederick Kredel, President-Elect. 

Address of President: Dr. H. Grady Dixon. 

Guest Speaker: 

Tuesday, February 23, 1954 

9:30 A. M.—Value of Hypotensive Drugs in the Treat- 
ment of Essential Hypertension: Dr. Ralph R. Cole- 
man, Charleston, South Carolina. 
10:00 A. M.—The Post-Graduate 
eral Practitioners: Dr. John R. 
Salem, North Carolina, Secretary, 
Academy of General Practice. 

Discussion by Dr. R. B. Davis, Greensboro, 
Carolina and Dr. Wyman King, President, South 
lina Academy of General Practice. 
10:30 A. M.—Pediatric Panel: Prevention and Treat- 
ment of Accidental Poisoning in Infancy and Child- 
hood: 


Moderator: Dr. J. I. Waring, Associate Professor of 
Pediatrics, Medical Colle ge of South Carolina. 

Accidental Poisoning in Children: Dr. Jay M. 
Arena, Duke University, Durham, North Carolina. 

Recent Cases of Poisoning in Children: Dr. Lee E. 
Sutton, Jr., Medical College of Virginia, Richmond, 
Virginia. 

Discussion. 

11:30 A. M.—Medical Topics of Interest to the 
eral Practitioner: 

Anti-Cholinergic Drugs in the Treatment of Peptic 
Ulcer: Dr. T. Neill Barnett. Richmond, Virginia. 

Amebiasis: Dr. George R. Wilkinson, Greenville, 
South Carolina. 

Venom Poisoning and _ its 
Taubenhaus, Shallotte, North 

Discussion. 
12:30-2:00—RECESS FOR LUNCHEON: 

2:00 P. M.—Panel on Surgical Topics: 

Recent Advances in the Surgery of Major Arteries: 
Dr. Lewis H. Bosher, Jr., Medical College of Virginia, 
Richmond, Virginia. 

2:20 P. M.—Adrenalectomy in Recurrent Breast Can- 
cer: Dr. John K. Webb, Greenville, South Carolina. 
2:40 P. M.—Retroperitoneal Fibrolipoma: Dr. Russell 
Buxton and Dr. A. A. Creecy, Newport News, Vir- 
ginia. 

3:00 P. M.—Adenoma of the Thyroid: Dr. 
Wallace, Spartanburg, South Carolina. 

Discussion. 

3:30 P. M.—Alcoholism: Dr. C. R. F. 
South Carolina State Medical Association, 
South Carolina. 

4:00 P. M—What Medicine Can Give: Dr. Julian P. 
Price, Member, Board of Trustees, A. M. A., Florence, 
South Carolina. 

Discussion: Dr. J. I. Waring. 

4:30 P. M.—Business Meeting—Election of Officers. 
8:00 P. M.—Combined Meeting with Charleston 


Cavity: Dr. John C. 
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County Medical Society, Baruch Auditorium, Medical 
College of South Carolina. 

Help for the Hearing Handicapped: Dr. Gordon D. 
Hoople, Professor Emeritus of Otolaryngology and 
Medical Director, Hearing and Speech Center, Syra- 
cuse University, Syracuse, New York. 





AUDIO DIGEST—MEDICAL 
ON TAPE 


Back in the horse and buggy days, the doctor kept 
up with the medical journals of the day by reading as 
he drove from call to call. Old Dobbin kept a watchful 
eye on the traffic. 

Today, however, with more magazines and less time 
for reading, the general practitioner is hard pressed 
to follow the latest developments. No longer can he 
read as he drives, for the high-powered automobile 
needs a hand on the “reins” and a watchful eye on 
the road. 

Nevertheless, the fact that the only non- -productive 
time in many a doctor’s day is time spent in his car 
rang a bell with Jerry Pettis, public eter man for 
the California Medical Association. If reading was 
out of the question, why couldn't the doctor listen? 


LIBRARY 


and Audio Digest—sum- 
on magnetic tape 
—was born. Issued on hour-long reels of “Scotch” 
sound recording tape, the new publication featured 
approximately 30 digested callie weekly selected 
from some 1,900 publications every month, covering 
the entire field of medicine with special emphasis on 
articles of value to general practitioners. 

The recordings could be listened to during moments 
of relaxation, on a tape recorder at the office or home, 
or on specially engineered tape recorders for listening 
while driving. 

Narrated in terse, listenable form, Audio Digest 
dealt with ideology, diagnosis and treatment, “tuned 
to the ear for everyday application in the office and 
hospital,” each article authenticated with title, author 
and reference. 

In December, Audio Digest was turned over by 
Pettis to the California Medical Association. This 
group voted to establish the Audio Digest Foundation 
—a subsidiary, non-profit corporation—as a means of 
summarizing and distributing current medical litera- 


could, 


Pettis decided he 
maries of current medical literature 
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ture on magnetic tape to doctors throughout the 
world. 

A new technique will be instituted making it pos- 
sible to provide tape recordings in many foreign 
languages, so that the doctors in other countries will 
be able to listen to the progress of medicine in Amer- 
ica in their native tongue. 

Three types of service will make Audio Digest of 
equal value to the specialist, the general practitioner 
and the medical student. These services will be: 

1) Continuation of the weekly, one-hour tape sum- 
marizing the current medical literature for the general 
practitioner. Subscription price runs $2.75 a week 
and the tape recordings may be kept for permanent 
reference. 

Starting January 15, a bi-weekly, one-hour tape 
will be available for surgeons. Starting February 15, 
a similar service for specialists in internal medicine 
will be provided. March 15, is the beginning date for 
a vet mnt for obstetricians and gynecologists. 

2) A complete medical lecture library is being com- 
piled from on-the-spot recordings made at medical 
conventions, for sale or rental. 

3) Master lecture tapes from the nation’s 79 medi- 
cal schools will be made available to medical school 
libraries and reviewed each six months to be kept up 
to date. 

Major General Silas B. Hays, Army Medical Corps 
has approved a pilot plan using this media in both the 
United States and overseas medical-military installa- 
tions. 

Dr. Sidney J. Shipman, San Francisco, chairman of 
the California Medical Association’s Council com- 
mented, “By making medical literature and lectures 
available to the world’s physicians in their own 
language and in this new dramatic form, we hope to 
contribute something to medical education.” 

He concluded “This will be a special boon to the 
doctor practicing in rural or isolated areas because 
it will take the profession’s outstanding teachers to 
him when it is impossible for him to go to the medical 
center to hear the professor. This means that the 


rural doctor can keep abreast of medicine’s rapid 
scientific advances and at the same time, continue 
home care for his patients.” 

Additional information on the new tape recorded 
material can be obtained by writing Audio Digest, 
c/o California Medical Association, 417 S. Hill 
Street, Los Angeles 13, California. 





DEATHS 





DR. R. O. McCUTCHEN 

Dr. R. O. McCutchen died recently at Lee County 
Memorial Hospital after a prolonged illness. 

He was born Nov. 11, 1880, son of the late W. C. 
McCutchen and Elma E. Bradley McCutchen of Lee 
County. 

He was graduated from the University of South 
Carolina in 1903. He was an honor graduate of the 
School of Medicine, University of Maryland, in the 
class of 1907, and started practicing in Bishopville 
that year. For 28 years, he was a trustee of the Univer- 
sity of South Carolina, during which time he served 
as both vice chairman and chairman of the board. In 
1916-1918 he was a member of the Selective Service 
Board and medical examiner of selectees. From 1935- 
1950 he was county physician for Lee County. Since 
1938, he was cael surgeon for the Atlantic Coast 
Line Railroad. 

From 1942 to 1946, he wus chairman of the Anti- 
Tuberculosis Association of Lee County. He was a 
member and past president of the Lee County Medical 
Association. He was chairman of the board of trustees 
of Bishopville public schools from 1910 to 1922. 

Other public services and business interests have 
also laid claim to his time. He was for 14 years state 
director of the Cotton Cooperative Association, among 
the busiest years of that organization and state director 
of the American Cotton Cooperative Association from 
= to 1941. For eight vears he was mayor of Bishop- 
ville. 








WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. David A. Wilson, Greenville, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, S. C. 





NATIONAL BOARD OF DIRECTORS 
RECOMMENDS TWO NEW PROJECTS 

With the approval of the American Medical Associa- 
tion, the Board of Directors of the Woman’s Auxiliary 
is recommending to all Auxiliary members for their 
support and cooperation as individuals, two important 
projects being promoted by (1) The National Founda- 
tion for Infantile Paralysis and (2) The American 
Heritage Foundation: 

NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 
VACCINE VALIDITY STUDY 

A nationwide study to determine the effectiveness 
of a polio vaccine in preventing paralytic polio will 
get underway in one or more southern states (ap- 
proximately 200 counties) during the week of 
February 8, 1954 and ending June 1, 1954. During 
that time 500,000 to 1,000,000 school children of the 
second grade will have taken part in this study. 
Participation will be on a voluntary basis with the 
consent of the child’s parents or legal guardians. The 
study will be conducted by the National Foundation 
with local health officers in charge. Local physicians 
will administer the injections. y 

Volunteers from the National Foundation’s 3,100 
chapters, covering every county in the United States, 


will help in organizing and manning the study in 
local areas. Auxiliary members will be called upon to 
assist in this project in this capacity. As stated above, 
the American Medical Association feels that Auxiliary 
members can make a very worthwhile contribution to 
this important and meritorious project by participation 
as individuals on a local level with the groups ma are 
serving as volunteers in this study. 





TEN WAYS TO KILL AN AUXILIARY 
. Don’t go to the meetings. 
2. If you go, go late. 
3. If the weather doesn’t suit you, don’t think of 
going. 
4. If you do attend a meeting, find fault with the 
work of the officers and members. 
5. Never accept office. It is easier to criticize than to 
do things. 
}. Get sore if you are not appointed on committees; 
but if you are, do not attend committee meetings. 
. If asked by the chairman to give vour opinion on 
some matter, tell her you have nothing to say. 
After the meeting tell everyone how things should 
be done. 
. Do nothing more than absolutely necessary, but 
when members use their ability to help matters 
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along, howl that the is run by a 
“clique” 

9. Hold back your dues, or don’t pay at all. 

10. Don’t bother about getting new members. 


“Let somebody else do it’ ( Borrowed ) 


organization 





CONVENTION CHAT 

The annual convention will be he J at the Ocean 
Forest Hotel, Myrtle Beach, May 11, 12, and 13. The 
presidents of the Auxiliary to the American Medical 
Association and of the Southern Auxiliary, Mrs. Leo 
J. Schaefer of Salina, Kansas and Mrs. George D. 
Feldner of New Orleans, La., respectively, have been 
invited as guests of the state auxiliary to attend the 
convention. 

The convention chairmen are working on plans for 
many pleasant surprises at the meeting, roll me a 
lovely ana sane at Pine Lake Inn. 

All members of the Auxiliary are 
plans to attend the festivities. 


CRUSADE FOR FREEDOM 
Adopted and promoted by the American Heritage 
Foundation 

This project—THE CRUSADE FOR FREEDOM— 
is the officially adopted program of the American 
Heritage Foundation for the year 1953-54. Its ob- 
jective is to act as a public information agency and 
principal fund raiser for the National Committee for 
a Free Europe, Inc. Through Radio Free Europe and 
other facilities the public funds raised by the Crusade 
will be used to conduct programs of hope, aid, en- 
couragement and information to and on behalf of the 
captive countries of Eastern Europe. Radio Free 
Europe programs are sent behind the Iron Curtain . . . 
and they get there. They are designed to refute Com- 
munist lies and to bolster the morale of the oppressed 


urged to make 





citizens. The Crusade for Freedom makes these broad- 
casts possible and thus gives every American the op- 
portunity and privileges of participating in what the 
American Heritage Foundation regards as one of the 
most exciting, inspiring and succe a offensives being 
conducted anywhere in behalf of human freedom. 

THE CRUSADE FOR FREEDOM program will 
get under way in February 1954. The A. M. A. ad- 
visory council to the Woman’s Auxiliary approved of 
the participation of the Auxiliary in this notable and 
outstanding project. As an organization, the Auxiliary 
can assist in the educational aspect of the program. 
As individuals, Auxiliary members can contribute in 
a financial way. 

Background information about the American Heri- 
tage Foundation: This is a non-partisan, non-political 
educational organization functioning in the interests 
of a higher level of citizenship throughout the United 
States. It sponsored the Famous Freedom Train and 
the recent Non-partisan Register and Vote Campaign. 
A Board of Trustees, consisting of leaders in fields of 
labor, industry and education heads the Foundation. 
Henry Ford, II is chairman of the Board and Thomas 
d’Arcy Brophy is president of the Foundation. 


TODAY’S HEALTH 

DOCTORS WIVES NEED A SUBSCRIPTION 

Probably no lay person is asked more questions 
about health problems and medical subjects than the 
wife of a physician. And, except for her husband, she 
can find no better source to give her the correct 
answers than the pages of TODAY’S HEALTH. Most 
physicians, like all husbands, would rather talk about 
other things than their profession or business, when 
off duty at home; so you can relieve your husband 
of much of this “shop talk” by keeping yourself in- 
formed through the pages of TODAY'S HEALTH. 











THE TEN POINT PROGRAM 


M. L. MEADORS, EXECUTIVE SECRETARY AND COUNSEL 








THE PRESIDENT’S HEALTH MESSAGE 

President Eisenhower's special message on Health 
matters was delivered to Congress on January 18, 
1954. It contained five specific recommendations, four 
of which are either new or represent a departure from 
the policy which has been followed in the past. 

They are: 

1. Continuation of present Federal programs for the 
protection and promotion of the general health of the 
people. Most of the programs referred to, if not all, 
are those administered under the newly created de- 
partment of Health, Education and Welfare. 

The creation of a Federal corporation to be 
launched with a capital of $25,000,000 provided by 
the Government, for the reinsurance of risks assumed 
by hospital and health insurance organizations, both 
commercial and non-profit. 

3. A formula for grants-in-aid programs designed to 
make these generally more uniform. 
4. Substantial increase in the 

habilitation of the physically handicapped. 

5. Amendment of the Hospital Survey and Con- 
struction Act so as to authorize the construction there- 
under of medical care facilities other than general 
hospitals. 

Actually there is little really new about the pro- 


provision for re- 
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posals and nothing which represents any drastic de- 
parture from the policy of the Federal government 
either in effect or proposed within the past decade. 
The one feature which is receiving substantial support 
from the White House for the first time, is that for 
the establishment of a reinsurance corporation to be 
financed by the Federal Government. With this ex- 
ception, it seems that the President’s proposals repre- 
sent suggestions for curing some of the defects and 
for the improvement generally, of plans and programs 
already in effect and launched several years ago. 

The proposals to continue the programs now being 
administered by the Department of Health, Educa- 
tion and Welfare, will probably receive little opposi- 
tion or pointed criticism. The same is undoubtedly 
true of the effort to achieve some uniformity in the 
method of handling grants-in-aid to the various states. 
The President’s point is well taken that “categorical 
grants have restricted funds to specified purposes, so 
that states often have too much money for some pro- 
grams and not enough for others.” His simplified 
formula for improving this situation includes three 
features: 

1. The states would be aided in inverse proportion 
to their financial capacity. 

The states would be helped in proportion to their 
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population. 

3. A portion of the Federal assistance would be 
set aside for the support of unique projects of more 
than state-wide significance. 

The chief criticism voiced in the past of the Hospital 
Survey and Construction (Hill-Burton) Law has been 
that it required the hospitals built thereunder to 
measure up to such high standards that the cost was 
raised unnecessarily and out of all proportion to the 
need required to furnish adequate care. It would 
seem, thercfore, that the President’s proposal to amend 
this law so that less pretentious institutions may be 
constructed should meet with general approval. Among 
the specific recommendations in this respect are these: 

1. Increased assistance in the construction of non- 
profit hospitals for the care of the chronically ill. 

2. Assistance in the construction of non-profit medi- 
cally supervised nursing in convalescent homes. 

3. Assistance in the construction of non-profit re- 
habilitation facilities for the disabled. 

4. Assistance in the construction of non-profit diag- 
nostic or treatment centers for ambulatory patients. 

Provision for Federal assistance on a sound basis to 
the states for making surveys to determine their need 
in these respects is included in the recommendations. 

Certainly the President has hit upon some of the 
principal weak points in the provisions for the care of 
the ill and physically disabled. Some of his statistics 
with respect to the need for additional general hospital 
beds probably will not meet with the general agree- 
ment. There can be no question, however, of the 
necessity for additional facilities in the categories for 
which he specifically recommends additional aid. 

The two features of the health message which may 
provoke controversy are those in reference to addi- 
tional provisions for rehabilitation of the physically 
disabled and for the establishment of a reinsurance 
corporation. The President goes along whole-heartedly 
with the views of the two former administrations that 
extensive effort to assure health facilities and medical 
care of all the people available, is an obligation of 
government. For those who do not agree with this 
proposition, there is little consolation to be found in 
the pronouncements of this administration. We like the 
idea that it should be a part of the Government’s re- 
sponsibility, but whether we like it or not, the policy 
has been adopted. we are well on the road toward 
carrying it out, and the prospect is that it will continue 
to grow and go forward in some wav. Therefore. the 
questions presented by the suggestions of the President, 
are: 

1. How far shall the Government go in discharging 
its obligations and responsibility in this regard? 

2. Are the proposals sound? 

3. Will they accomplish the desired purpose? 

Now so far as the rehabilitation of the physically 
handicapped is concerned, the proposal for expanded 
Federal assistance in this respect in the provision of 
additional facilities to carry out the purnose, the 
President states that this should be done in the inter- 


est of the nation’s economy and security as well as by 





way of alleviating the personal discomfort of the in- 
dividuals involved. According to his figures, in the 
present rehabilitation programs, 60,000 disabled in- 
dividuals are being returned annually to productive 
lives while 250,000 are being disabled each year. We 
are, therefore, losing as a nation the productive efforts 
of 190,000 people. Under the plan for progressive in- 
crease in the services toward rehabilitation, Mr. 
Eisenhower envisions a goal whereby during the next 
five years a total of 660,000 disabled people may be 
returned “to places of full responsibility as actively 
working citizens.” The following expressions from his 
message are worthy of note. “Considerations of both 
humanity and national self-interest demand that steps 
be taken now to improve this situation. Today, for ex- 
ample, we are spending three times as much in public 
assistance to care for non-productive disabled peopk 
as it would cost to make them self-sufficient and tax- 
paying members of their communities.” 

“Rehabilitated persons, as a group, pay back in fed- 
eral income taxes many times the cost of their re- 
habilitation.” “There are no statistics to portray the 
full depth and meaning in human terms of the re- 
habilitation program, but clearly it is a program that 
builds a stronger America.” 

The message contained no specific recommendation 
with respect to the amount of additional money which 
would be involved in the expansion proposed nor 
actually as to the manner in which it would be carried 
out except so far as it deals with the amendment of 
the Hospital Survey & Construction Act referred to 
above so as to provide for the construction of “non- 
profit rehabilitation facilities for the disabled.” The 
response to this proposal will necessarily be determined 
to some extent, by whatever specific plans are sug- 
gested to carry it into effect. 

That leaves only to be considered the proposal for 
the reinsurance corporation, and this may well prove 
to be the most controversial of Mr. Eisenhower's sug- 
gestions. 

Introducing his remarks in this connection, the 
President expressed what has been the view of the 
medical profession and many people for a number of 
years. 

“The best way for most of our people to provide 
themselves the resources to obtain good medical care 
is to participate in voluntary health insurance plans.” 
He went on to state that hospitalization insurance, 
the type of health coverage most purchased, already 
meets approximately forty per cent of all private ex- 
penditures for hospital care. He believes that better 
health insurance protection for more people can be 
provided, that the progress already made in this field 
indicates that the voluntary organizations can reach 
many more people and provide better and broader 
coverage and that they should be encouraged and 
helped to do so. Mr. Eisenhower specifically stated 
that, “The government need not and should not go 
into the insurance business to furnish the protection 
which private and non-profit organizations do not now 
provide.” But he thinks that government can and 
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should work with them to study and devise better 
methods of meeting the public need. 

To this end, he suggested the formation of a 
“limited Federal reinsurance service” with the purpose 
of encouraging private and non-profit health insurance 
organizations “to offer broader health protection to 
more families.” His idea is that the service would re- 
insure the special additional risks involved in such 
broader protection, and that the $25,000,000 fund pro- 
vided initially by the government would be retired 
from reinsurance fees obtained from the commercial 
companies and non-profit plans which participate. 

The principle thus suggested is apparently the same 
as that embraced in the Wolverton Bill introduced in 
Congress last session by C. A. Wolverton, who is 
Chairman of the Interstate and Foreign Commerce 
Committee of the House of Representatives. The Bill 
made no progress last year, but has been reintroduced 
and currently is serving as a basis for discussion, with 
the result that there has been already considerable de- 
velopment of expression along the line suggested in 
this portion of the President’s Health message. 

Certain observers have compared the proposed 
corporation to that set up under the Roosevelt Ad- 
ministration for the purpose of insuring bank deposits. 
From the scant information already available, it seems 
logical to believe that the proposal could follow gen- 
erally this plan and if it does so, there would appear 
to be little, if any, objection to it. The F. D. I. C. has 
unquestionably served a useful purpose and is almost 
universally popular. 

The idea has, however, already received favorable 
comment from certain quarters which, in the past, 
have been opposed strongly to the views of the or- 
ganized medical profession. Dr. Paul Magnuson who 
headed President Truman’s commission on National 
Health, made statements before the Committee last 
week which appeared to indicate his favorable at- 
titude. Certain labor leaders have testified strongly in 
support of the Wolverton Bill but these expressions, 
we do not think, should necessarily have the effect of 
damning the entire proposal without further full in- 
vestigation as to just what would be involved. 

Our reaction, at the moment, is 
enthusiasm, but it is based primarily upon the doubt 
that such a corporation would go very far in ac- 
complishing improvement in the situation. It is true 
that Blue Cross, Blue Shield and the commercial 
health and hospital insurance plans are lacking in 
sufficient actuarial experience with respect to 
catastrophic illness and wider coverage, to yet de- 
termine just how far thev can go in these fields and 
remain in sound financial condition. To this extent, 
apparently the government would be in position to 
offer opportunity for experimentation which probably 
could not be found elsewhere. 

All insurance would remain on a voluntary basis, 
the premiums would be paid by the individuals in- 
sured and the reinsurance fees by the non-profit plans 
ind commercial companies. Undoubtedly, premiums for 
additional coverage and particularly for catastrophic 


not one of 


cases would be higher, and this fact would seem to 
eliminate the probability of adequate coverage on the 
lowest financial levels which, it seems, is the place 
where additional insurance protection is needed. 

The Wolverton Bill which may or may not prove a 
pattern for the plan proposed by the President, would 
require private plans to adjust subscription rates to 
subscriber’s incomes. People with bigger incomes 
would pay bigger fees. Whether or not such a plan 
is sound, it is difficult to say at this time. 

In any event, President Eisenhower has made a 
suggestion for moderate development and expansion 
in the insurance freld. On a voluntary basis, with the 
Government involved only to the extent of guarantee- 
ing financial security as is done under the F. D. I. C. 
and the F. H. A. policies, we believe his suggestion 
deserves thoughtful, careful and unprejudiced con- 
sideration, and that all groups in the country inter- 
ested in improving health and medical care, will be 
inclined to give it that sort of attention. 





“THE HUMANITIES” 

An editorial appearing in the December 1953 issue 
of the Connecticut State Medical Journal emphasizes, 
we think, a phase of medical (or for that matter, any 
other professional) education, which may have been 
greatly overlooked in recent years. Under the title 
“The Humanities and Medicine” the writer states 
that: “Medical educators the world over are giving 
increasing attention to the desirability of premedical 
cultural education rather than a preliminary curricu- 
lum overloaded with science.” He refers to three 
points in the study of education at which this thought, 
in one form or another, has recently been expressed, 
and quotes at length from the remarks of one of the 
speakers at the International Conference on Medical 
Education. T. E. B. Howarth, second master, Win- 
chester College, England, remarking upon the previous 
belief that science (and perhaps particularly Medical 
Science) “was in itself sufficient, if it maintained its 
rate of progress, to solve nearly all human problems,” 
stated: 

“The problem now, as we all see, is not only to en- 
sure that Science directs Humanity, but to enable 
Humanity to direct Science,” and he continued: 

“There are, let us never forget, educational or dis- 
educational agencies antecedent to the school and 
continually influencing it. The family, political or- 
ganization, journalism, entertainment and applied 
Science amongst others. To take just two examples— 
while a school may be teaching a child to read, his 
television set will almost certainly be teaching him 
not to read. Or again from philanthropic motives, a 
society may be so anxious to educate so many of its 
future citizens so highly that exceptional talent may be 
denied its proper opportunity. 

“It is my contention that higher education is not 
even effectively vocational or utilitarian unless it has 
something to say in the classroom about ethical and 
aesthetic systems and also categories of truth not 
susceptible to scientific analysis. 
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COMPARATIVE RESPONSE TO COMMON METHODS OF THERAPY 
IN 24 CASES OF DISTAL COLON STASIS 
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No Theropy Metamucil Enemos Antisposmodics Mineral Oil 





Management of 
Distal Colon Stasis with Metamucil® 


The“irritable colon’’ resulting in distal 
colon stasis is a hard-to-manage by-product 
of many abdominal or stress conditions. 
Roentgen evaluation of the commonly used 
methods to combat colonic stasis has shown 
the value of Metamucil because of its lack of 
irritation and its high degree of effectiveness * 
in this most prevalent type of stasis. 
Metamucil is the highly refined mucilloid 
of Plantago ovata (50°), a seed of the psyl- 
lium group, combined with dextrose (50%) 
as a dispersing agent. It produces smooth 
fecal bulk necessary to incite the normal per- 
istaltic reflexes, without causing irritation, 
straining, impaction or interference with the 
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digestion or absorption of vitamins. 

The average adult dose is one teaspoonful 
of Metamucil powder in a glass of cool water, 
milk or juice, followed by an additional glass 
of fluid if indicated. This amount of fluid is 
essential for the production of “‘smoothage.” 

It is supplied in containers of 4, 8 and 16 
ounces. Metamucil is accepted by the Coun- 
cil on Pharmacy and Chemistry of the Amer- 
ican Medical Association. 


SEARLE Research in the Service of Medicine 


*Barowsky, H.: A Roentgenographic Evaluation of 
the Common Measures Employed in the Treatment 
of Colonic Stasis. Rev. Gastroenterol. /9:154 
(Feb.) 1952. 
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“Both the strategy and the tactics of the problem 
must be bold and vigilant. I am afraid it is true that 
in some of the more reputable schools of this country 
little 
thusiastic scientists sitting in dejected groups for two 
hours a week enduring a not very laborious subject 
called perhaps ‘un-specialist 


one can still see knots of dedicated and en- 


French.’ Strange, un- 
couth Anglo-Saxon sounds emerge from truncated and 
annotated excerpts from “Les Miserables.’ (It is per- 
haps only fair to add that a little further along the 
corridor may be found embryonic philosophers and 
historians demonstrably failing to appreciate either the 
beauty or utility of dog-fishes or iron-filings. ) 

“IT think too some history. There 


usually is but it is generally of the wrong sort. Too 


there must be 


often the young scientist is subjected to an undignified 
scramble through century after century of what is 
known as ‘outline’ history, from which in fact no out- 
line of any sort emerges. It is all a confused chronicle 
of Kings and constitutions, all living without electricity 
or gas or penicillin, infinitely remote and really very 
boring. Both the discipline and the charm of historical 
studies disappear altogether under this treatment. At- 
tempts are made to justify it by the plea that the more 
history a child knows when he leaves school the better, 
since he will never read it again. Surely, it is wiser to 
admit frankly that in the available a 
scientist cannot learn much history at school and to 


quite time 
try and persuade him to enjoy what he does do, so 
that he will want to read it for himself after leaving 
school.” 

The writer of the editorial in the Connecticut Jour- 
nal concluded. and we think most appropriately: 

“General education in an age of science means ed- 
ucation in the ends of human endeavor as well as in 
the means, education in the promptings for good and 
for evil of the human heart as well as in the skill of 
human hands.” 





IDEAL DOCTOR* 
(A Patient’s-eye View) 

What makes an “ideal doctor”? Many folks speak 
nostalgically of the “old family doctor’—the combina- 
tion and friend. Few 
people would entrust their care to him today, for often 
he had more sympathy than skill to offer. It is from 


physician, father-confessor 


fond memories of the horse-and-buggy doctor, how- 
ever, that people draw their conception of the ideal 
doctor. 

To the patient, a good physician is “gentle, kind, 
even-tempered, always available, tireless, inexhaustibly 
patient, everlastingly resourceful, and, up to this morn- 
ing’s radio broadcast, completely informed.” 

A good doctor-patient relationship, often termed 
“the most important factor in the practice of medi- 
cine,” depends upon not only giving people the best 
possible medical service, but in maintaining their con- 
fidence and friendship. Too often patients complain 
that “doctors are cold and impersonal.” How do you 
win the affection and friendship of the patient? 
Through frank and friendly attention, relief of pain 
and ease of mind, but above all, by treating patients 
as people. 

Patients want to feel they are important to the doc- 
tor as people—not just as clinical cases. Says one 
physician: “Be glad to see patients, even if you are a 
little tired; be frank, be give the 
impression you are doing the patient a favor.” Skill 
is no substitute for kindness. 


Cold, 


warmth of a sympathetic personality. 


prompt, never 


calculating science can never replace the 
Healing the 
body is not enough. If a physician is to fully meet his 
medical responsibilities, he must comfort the soul, too. 
This is no task for the psychiatrist alone. It is the 
plain duty of every practicing MD. 

*Reprinted from: 
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Psychotherapy 
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Stone Mountain Sanitarium 
operating as 
STONE MOUNTAIN MANOR 
STONE MOUNTAIN, GEORGIA 
(Suburban Atlanta) 


For the treatment of Psychiatrie illness and addictions. Analytically oriented 


Recreational Therapy 


Phone—Stone Mountain 2511 
Atlanta Office—803 Medical Arts Building 
(Phone—ALpine 5848) 


W. E. Burdine, M. D. — Medical Director 
Vernelle Fox, M. D. — Chief of Geriatric Service 
Roy M. Mundorff — Administrator 


Electric Shock. Custodial care for 

















